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Dentists, more interested to-day than 
ever before in prolonging the useful- 
ness of their instruments, are turning 
in ever-increasing numbers to Metaphen 
Disinfecting Solution where the cold 
disinfection of instruments is practi- 
cable. For Metaphen Disinfecting Solu- 
tion does not injure temper or finish, 
not pit or dull cutting edges, and thus 
eliminates the wear and tear of frequent 
resharpening. @ This widely used agent 
requires a minimum of attention and 
may be relied upon in the absence of 
much blood and exudate to kill com- 
mon vegetative pathogenic bacteria 
(except tubercle bacilli) in about. 


ten minutes. Instruments removed 
from the disinfectant are ready for 
immediate use without rinsing or dry- 
ing, since Metaphen Disinfecting Solu- 
tion is non-irritating to the skin and 
oral tissues, and does not leave a 
gummy deposit to interfere with the 
free action of hinged or jointed instru- 
ments. @ In addition, when instruments 
are cleaned before immersion, the solu- 
tion remains clear and stable, and may 
be used over an extended period with- 
out marked decrease in efficiency. 
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Registered Trade Mark. 


Deep Anaesthesia, Long 
Lasting Anaesthesia Without 
added Vasoconstriction 


THE CLASS 2 
CAVITY 


... another 
indication for 
deep, lasting 
anaesthesia 


The frequently encountered Class 2 Cavity is a typical 
example of the many routine operations in which N PC 
Local Anesthetic confers an advantage. 


Such procedures, though not complicated, often involve 
hypersensitive dentine. The added depth and prolonged 
duration of anesthesia provided by N PC Local Anesthetic 
without increase of vasoconstrictor content considerably 
simplify your conservative work. 


In many of your surgical interventions, too, the value 
of a prolonged period of profound anesthesia cannot be 


 over-estimated, avoiding as it does the necessity for a 


supplemental injection which is often ineffective. Multiple 
extractions, impactions and alveolectomies are surgical 
cases in which you will find it a distinct advantage to use 
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PROCAINE + AMETHOCAINE + NORDEFRIN 
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Sterling 
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BRITISH MADE 


A masterpiece of graceful 
design, convenience and effi- 
ciency. Embraces a ful] range 
of electrical, air and water 
appliances. 


NOVEL FEATURE — the com- 
plete elecirical circuit of the 
Unit is mounted on a single 
removable panel. This greatly 
simplifies installation and 
maintenance. 


Order from your Dealer 


THE AMALGAMATED DENTAL 


COMPANY LIMITED 
(INCORPORATED LONDON, ENGLAND) 
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S. S. WHITE 
TRUE DENTALLOY 


45 YEARS OF CLINICAL APPLICATION THROUGH- 
OUT THE WORLD AND MILLIONS OF SAVED 
TEETH RECOMMEND IT.... 


N 1895-96 Dr. G. V. Black read his epochal paper ‘‘ Physical Characters 
of the Human Teeth in Relation to their Diseases and to Practical 
Dental Operations, together with the Physical Characters of Filling 
Materials.”’ He was the first to put dental amalgam alloy to ‘* balance ’ 
the metals of amalgam alloy by counteracting the manufacture and mani- 
pulation on a scientific plane. He showed the expansion of one against 
the contraction of another ; how to control flow ; how to “fix ’’ the 
properties of an alloy by ageing or annealing so they would remain un- 
changed for a long time ; how to mix and manipulate alloy to produce 
uniform results. 


When Dr. Black offered to teach his methods of making alloy, an S. S. 
White man was the first to enrol and graduate from his course. The 
result of this training was the birth of True Dentalloy in 1900. It was 
the first ‘* balanced ”’ alloy, the first alloy made under scientific control. 
It became popular immediately wherever dentistry was practised. 


Every investigation made upon dental amalgam by the Federal Bureau 
of Standards has proved the merit of True Dentalloy. It complied with 
Federal Specification No. 356, issued in 

1925, which was confirmed by the joint 

investigation. on alloys by the Bureau of 

Standards and A.D.A. Research Associates 

in 1928. It complied with A.D.A. tentative 

Specification No. |, 1929, and Federal Speci- 

fication UA 451. It was found satisfactory 

in the third survey on alloys by the Bureau 

of Standards and A.D.A. in 1933, and com- 

plies with the present A.D.A. Specification 

No. | for Dental Amalgam alloys, revised 

January, 1934. 


Our suggestion, True Dentalloy for 
Fillings that Endure, is therefore more 
than a mere advertising slogan. 


If you have not used True Dentalloy, 
make this your opportunity to do so. 


THE S. S. WHITE CO. OF AUSTRALIA PTY. LTD. 


T. & G. MUTUAL LIFE BUILDING, Cr. PARK ' DISTRIBUTORS OF 8. 8. WHITE 
AND ELIZABETH STREETS, SYDNEY,N.S.W. “ote” TRADH - MARKED PRODUCTS 
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THE SILICATE 
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PRESTIGE 


It was in the year 1846... over one 
hundred years ago... Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 
the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always. ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


FLAVELLES 


DENTAL Y.. LTO. 
SYDNEY, MELBOURNE 
and NEWCASTLE 


Say you saw it in ‘‘The Dental Journal of Australia’’. 


« 
¢ 


The Dental Journal of Australia, May-June, 1951 


If you have a problem— 


Our experience is at 
your service 


Whether it be of supply or of any other Dental necessity, 


WE CAN HELP YOU 


Do you wish to sell a practice? 
Do you wish to purchase a practice? 


WE HAVE BUYERS AND 
SELLERS ON OUR BOOKS 


NEEDS AND PROBLEMS OF STUDENTS AND 
GRADUATES GIVEN SPECIAL ATTENTION 


© Still Your Dental House ”’ 


Milne Browne & Co. Ltd. 


Sydney : 114-120 Castlereagh Street - - ‘Phone M 4891, 5 lines 
235 Edward Street - - - ‘Phone B66I7 and B 876) 


Brisbane : 


Telegrams: Milnebrown 
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expedite your cavity preparation 


The Jendent operative spray 


(Reg’d) 


for straight or angle handpieces 


@ Eliminates pain due to frictional heat. 
@ Cleanses the cavity of debris. 


® Maintains a clear visibility. 
® Provides a continuous atomized spray. 
@ Easily operated by patient or nurse. 
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. facilitate your laboratory work 


The Jendent universal 


laboratory motor 


@ Quiet, smooth operation. 

® Sturdy, rigid mounting. 

@ Powerful — for use with large abrasives. 
® Double pulley gives two speeds. 

® Hoover motor with chuck releases. 
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e After your skilled hands have 
brought a patient’s dental health 
up to par, advocate the use of the 
Tek Professional tooth brush — to 
keep his teeth and gums in “good 
shape.” Tek Professional has been 
designed to live'up to your concep- 
tion of a well-constructed tooth 
brush. 


PTY. LTD. SYDNEY. 


TOOTH BRUSH 


A “DENTIST'S” brush 
from head to handle 


Brushing Head designed 
for ease of cleaning 
and proper gum mas- 
sage. Cleans even hard- 
to-reach teeth. 


Finest Nylon bristles. 
Two rows, six tufts 
each, uniformly serrated. 


Straight handle, with 
strengthened neck, 
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When mouth tissues change, ignorant 
criticism may often be detrimental to 
professional skill and craftsmanship. 
Denture patients should know that, when 
normal resorption occurs, this condition 
requires their dentist’s assistance. Adequate 
instruction at the chair can eventually 
correct this attitude. In the meantime, 
the use of Fasteeth is invaluable to the 
patient’s satisfaction and the dentist’s 
professional skill. Cohesive rather than 
adhesive, Fasteeth is made from a carefully 
blended combination of gums that helps 
maintain the peripheral seal. Try recom- 
mending Fasteeth to your next denture 
patient! 


DISTRIBUTED BY 


NEW FASTEETH PACK! 


The Fasteeth pack now has a 
special finger-tight lid. When 
this is removed, a perforated 
top is revealed that enables a 
quick, even, economical dis- 
tribution of FAS- if 
TE Powder over 

all parts of dentures 

that contact the guins 

and the roof of the 

mouth. Professional 
samples available on 
request. 


CLINTON-WILLIAMS PTY. 


ROTHSCHILD AVE. 


ROSEBER  Y, 
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INCOME PROTECTION 


All Sickness and Accident Cover 


The 
- 
PROVINCIAL © 
ASSURANCE. 
53 MARTIN PLACE | 
SYDNEY i 


INSURE YOUR HEALTH , WELLAS YOUR ae 


£10 or £12 per week for disablement by any sickness or accident. 
Special protection for forefingers and thumbs. 


Life and Endowment Policies also issued incorporating all sickness and accident 
cover. 


For full list of many benefits write or phone 


The Australian Provincial Assurance Association Ltd. 
53 MARTIN PLACE, SYDNEY 
BW 4201 (5 lines). 
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Pal n is the last straw that breaks the patient's fortitude. 


The more promptly he can be relieved of pain the 


greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 


Therapeutically considered, Veganin fills a well- 
defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R. WARNER & CO. PTY. LTD., 
508-528 RILEY STREET, SYDNEY, N.S.W. 
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is our constant policy to impress 


upon the community the importance 


significance of hygiene 


the indispensability of the 


in assuring it. 


BRISTOL-MYERS COMPANY 
PTY. LTD. 
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G. & G. Quick-Setting Alloy 


Thirty years of application throughout Australia and millions of fillings to 
recommend it 


COMPLIES WITH AUSTRALIAN DENTAL STANDARD No. T.2 
OBTAINABLE AT YOUR DENTAL DEPOT 
GLOVER & GOODE PTY. LTD. 


DENTAL MANUFACTURERS AND METALLURGISTS 
MELBOURNE, 


NOW 
AVAILABLE 
IN 


NATURAL 
BRISTLES 


NADA 


THE DENTISTS'-DESIGN TOOTHBRUSH 
AT CHEMISTS EVERYWHERE 
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For the relief of pre- 
and post-operative pain 


ANGESIL (D.H.A.) 
Tablets of aspirin, phenacetin and codeine. 


For the prevention of infective 
“flare up”’ 


following extrac- 
tion. 


PROCILLIN* (procaine-penicillin G) D.H.A. 
300,000 units. 

PROCILLIN FORT.* (D.H.A.) (oily) 300,000 
units with 300,000 units sodium penicillin G. 

PROCILLIN DRY. (D.H.A.). 300,000 units 
(with distilled water). 


PROCILLIN DRY FORTIFIED (D.H.A.). 
300,000 units with 300,000 units sodium 
penicillin G (with distilled water). 

All the above preparations are packed in 

Transjectors.+ 


As a prophylactic where 
excessive haemorrhage fol- 
lowing extraction is feared. 


ACETOMENAPHTHONE (D.H.A.) 
(Vitamin K.) in tablets of 5 and 10 mg. 


* Registered trade mark. 
+ Registered trade mark covering container made under 
No. 


Pat. App. 
131972, 36747/S0. The container is sold on the condition that 
it be not refilled. 


Distributed by the companies comprising 


DRUG HOUSES OF AUSTRALIA LTD. 


namely : 


Adelaide. 
Sydney & Newcastle. 
“Launceston & Hobart. 


A. M. Bickford & Sons Ltd. 
Elliotts & Australian — Pty. Ltd. 
L. Fairthorne & Son Pty. Ltd. ... 


Felton, Grimwade & Bickford Pty. Ltd. 
Felton, Grimwade & Ltd. 
Taylors Elliotts Pty. L 


Perth & Kalgoorlie. 
Melbourne. 
Brisbane, Townsville & Rockhampton. 
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PROPERTIES AND USE OF SOME RESTORATIVE MATERIALS* 
ALAN R. DOCKING, M.Sc. (MELB.), A.A.C.I.+ 


This paper is not intended to be a comprehensive survey of restorative 
materials but is to be confined to a few aspects of the plastic filling materials, 
silver amalgam, silicate cement, and acrylic resin. 

From the chemical point of view one could not have a greater range of 
materials—metallic amalgams, inorganic cements, and organic resins—yet 
they have several things in common.: Each depends on the mixing of the 
powder and liquid followed by certain chemical and physical hardening 
reactions. The aim of each individual technique is to obtain in a short time a 
uniform mix of satisfactory working consistency which will remain in this 
state for a few minutes to allow for insertion in the cavity, and which will 
then harden rapidly with minimum dimensional change. 

“Bwicks and mortar’: There is one other point of similarity which is worth 
noting. In some respects the plastic filling materials are like irregular bricks 
set in mortar. It is the unreacted or “brick” portion of the material that is 
the strongest component, whether it be the original silver-tin alloy particles 
(the hard “gamma” phase), the glass-like particles which constitute silicate 
cement powder, or the fully polymerised acrylic powder. The weaker “mortar” 
is the silver and tin amalgam matrix, the silicic acid formed in cements or the 
comparatively low molecular weight acrylic binding resin. To achieve maxi- 
mum compressive strength the weaker mortar should be reduced to a minimum 
by using just enough to hold the restoration in a compact mass free from 
voids. In dental filling materials, as in concrete, the bricks are very irregular 
in shape and size except, perhaps, for some acrylic resin powders to which the 
analogy applies only imperfectly. ' 

The minimum of matrix consistent with solidity and freedom from cavities 
is therefore desirable, particularly with cements. Too high a proportion of 
silicic acid matrix resulting from a thin mix of cement means greater solubil- 
ity, greater staining, and reduced strength. With the other restorative 
materials likewise the weakness of the material is attributable to the matrix. 
With acrylic resins and amalgams there are, of course, other reasons for 


*Read at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
+Commonwealth Bureau of Dental Standards. 
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limiting the proportion of matrix. The overall chemical change is reduced 
accordingly, and hence the setting shrinkage and, further, with acrylic resin 
there is less evolution of heat. 


Avoid thin mixes: The moral is “do not be tempted to use too thin mixes even 
when they happen to be easier to manipulate.” It is realised that with amal- 
gams some of the excess mercury can be recovered during condensation but 
this is, of course, not possible with the other types. 


A few comments based on recent work on the three classes of restorative 
material will be made, firstly in regard to amalgams. 


AMALGAM RESTORATIONS. 


Choice of alloy: To make certain of a good start be sure to use alloys which 
comply with Australian Dental Standard No. T.2 and mercury which complies 
with Standard No. T.1. A list of these accredited materials has now been 
published! and it is understood that some others are under consideration. One 
cannot expect to obtain the highest class restoration from an alloy which will 
not meet the requirements of the Australian Standard however carefully it is 
manipulated. 


It is interesting to note that Healey and Phillips?, of Indiana, judged that 
56 per cent. of a group of over 1,500 defective amalgam restorations were due 
to improper cavity preparation and 40 per cent. of them due to faulty manipula- 
tion or contamination at time of insertion. This accounts for the great 
majority of failures and it speaks volumes for the work of the American Dental 
Association Research Commission at the National Bureau of Standards and its 
lists of certified materials that so few failures are now attributable to the 
material itself. 


Manipulation: One of the requirements of the specification is for dimensional 
change and we have confirmed the experience of others that to prevent undue 
shrinkage trituration should not be too severe. In using the pestle and mortar 
favour a pen grip with light pressure, and if mulling is still considered neces- 
sary make sure that this is not carried out in the bare palm. Besides improving 
the final properties of the restoration greater packing pressure means a faster 
hardening rate which is very desirable. In any case, after an occlusal 
amalgam restoration is completed, the patient should be reminded to avoid 
biting stresses for 6 or 8 hours as adequate strength for all emergencies is not 
developed until after this time* ‘. 


Finally, do not overlook the desirability of a final polish. Amalgams in 
which the residual mercury has been kept to a minimum should retain a polish 
quite well. Mosteller> has pointed out that, as a dentist would not consider 
leaving a gold inlay in the patient’s mouth without first finishing and polish- 
ing, the same considerations should apply to amalgam restorations. 


Australian Dental Association Standards Ceemntioe. —List of Certified Dental 
Materials, 15th July, 1950: Aust.J.Dent., 54:220, 

Healey, H. J. and Phillips, R. W.—J.D. Res., 28: iso. rr 1949. 

Phillips, R. W.—J.D.Res., 28:348-55, 1949. 

Taylor, N. O., et al.—J.D.Res., 28:298-41, 1949. 

Mosteller, J. H.—D. Digest, 56:15-17, 1950. 
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SILICATE RESTORATIONS. 


With many millions of restorations each year to their credit and an 
average life of only 3 or 4 years to their discredit, silicate or porcelain cements 
call for some close inspection. A mixture of powdered glass and phosphoric 
acid for the filling of a tooth must seem to the layman as extraordinary as a 
mixture of a silver-tin alloy and mercury, but until recently there was little 
alternative for an aesthetic anterior filling. We seem to have come to an 
impasse as far as improving the silicate type of cement is concerned, so the 
only thing for the dentist to do is to use the best available material and to use 
it wisely. 

Manipulation: The method of manipulation of cements is of paramount 
importance as those who have seen the excellent National Bureau of Standards’ 
film on silicate cements will realise. The lesson of the cool, dry slab, the thick 
mix, and the moisture barrier during setting is driven home in a convincing 
manner. 


A cool slab slows up the reaction and enables more powder to be 
incorporated for any given working consistency. It is easy to demonstrate that 
cooling a slab from, say, 90° to 70°F. will enable some 20 per cent. more 
powder to be used to give a particular consistency; therefore the slab should 
be cooled as far as possible without introducing complications through mois- 
ture condensation as a result of cooling below the dew point. As one of the 
best authorities, Paffenbarger®, has said: “Cool the slab regardless of any- 
one’s oral advice or advertising statements to the contrary.” The use of thick 
mixes reduces the amount of acid introduced and limits the amount of weak, 
soluble and permeable silicic acid matrix. Short mixing times are preferable— 
all that is necessary is to coat each particle of powder with liquid. Paffen- 
barger recommends never more than one minute, preferably 30 seconds. 


Pulp irritation: There seems to be little doubt now that the pulp irritation 
under silicate restorations is due to the use of phosphoric acid which appears 
to have a very deleterious action on the soft tissues, particularly in younger 
patients. There is still no consensus of opinion on this although much more 
work has been done since that classical answer to the questionnaire submitted 
ten years ago to a group of over 100 practising dentists co-operating with the 
A.D.A. Research Commission’. To the question: “Do you believe that silicate 
cements are more irritant to the pulp than are other restorative materials?” 
45 per cent. replied “yes,” 45 per cent. “no” gnd 10 per cent. were undecided. 


A brief review of more recent literature on the subject revealed pleas 
from all quarters of at least the English-speaking world for routine cavity 
lining for restorations. Here are some examples :— 


United Kingdom: Harvey et al.’ write: “Protection of the pulp and 
dentinal tubules from the acid cements is no longer a whim of the manu- 
facturer or peculiarity of the practitioner but has become their respon- 
sibility to patients, especially to those in their first three decades.” 


Paffenbarger, G. C.—North-West 27 (1) :29-37, 1948. 
Paffenbarger, G. C.—J.A.D.A., 27:1611-22, 0. 
Harvey, W., et al.—B.D.J., 77: :61- 8, 89-99, "1944 
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Canada: Pearson® states: “After 15 minutes the setting silicate has a 
pH of 3.6. After 4 hours it is 5.56 where it remains. Therefore all cavities 
must be lined.” 

New Zealand: Shroff’ graphically describes the introduction of a 
silicate filling as twisting a knife in an open wound. He then discusses 
the damage done and continues: “To date no more efficacious means has 
been found for preventing these ill-effects than by the use of zinc oxide 
and clove oil. It is suggested that the material should be used as a routine 
lining in every case where the silicate is regarded as the filling material 
of choice.” 

U.S.A.: Zander" concludes: “A non-irritating base such as zinc oxide- 
eugenol should be used, especially in young patients.” 

Paffenbarger® states: “A lining or barrier of some type should be 
interposed between the silicate cement restoration and the cavity walls 
because it is necessary to protect the pulp. Histologists have shown that 
any of the cements containing phosphoric acid irritate the pulp. Zine 
oxide-eugenol cement does not.” 


One would conclude from the foregoing statements that the safest pro- 
cedure would be to line cavities before inserting silicate cements. Silicate 
cements appear to differ little from one brand to another in regard to the 
acidity developed. 

Solubility: The use of the minimum amount of phosphoric acid favours a 
longer life by reducing the amount of erosion and solution. In 1947 Weston? 
made an interesting observation from in vitro experiments with various buffered 
organic acids that the rate of disintegration of cements depends not only on 
; the pH of the medium but also on the nature of the acids present. Hydroxy- 
| ‘ organic acids such as lactic, citric, tartaric, are particularly potent and a 
: patient’s susceptibility to produce a lactic acid appears to be a definite factor 
in determining the life of a silicate restoration. Henschel'*, of a New York 
Research Group, reported last year, the results of clinical observations on 
several thousand silicate cement restorations over a 20-year period. It was 
concluded that solubility in water or saliva is a negligible factor and that the 
: so-called “washing out” is limited principally to the stagnant areas where food 
plaques accumulate and the circulation of the saliva is at a minimum. Henschel 
claims that clinical records indicate that life of these restorations is somewhat 
proportionate to the relative immunity to dental caries of the particular 
individual. 

Care of restoration: In regard to the finished restoration there is no need 
to stress the impcrtance of preventing both the access and loss of moisture 
during setting, for otherwise a soft, porous and easily stained surface will 
result. 

Finally, polishing should be reduced to a minimum, for the set cement 
consists of hard particles embedded in a comparatively soft medium. An 


. Pearson, F. T.—J.C.D.A.—14:421-4, 1948. 
10. Shroff, F. R.—Dentistry, 7:544-9, 607-8; 8:107-13, 1947. 
11. Zander, H. A.—J.A.D.A., 33:1233-43, 1946. 

12. Weston, P. E—J.D.Res., 25:171-2, 1946. 

Henschel, C. J.—J.D.Res., 28:528, 1949. 
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abrasive cutting across the surface of a material of this type pulls out the 
glass-like particles leaving a pebbly satin-finish surface which can never be 
made plane*. The highest possible polish is that given by a matrix strip. 


DIRECT ACRYLIC RESTORATIONS. 


Direct acrylic restorative materials are now available from England in 
a new form. A type requiring “heat shock,” before polymerisation, has been 
available for some years but the most recent type is claimed to cure in the 
mouth in about 10 minutes without the application of any external heat. Heat 
is generated within the restoration, however, due to the rapid polymerisation 
that follows. 

The A.D.A. Council on Dental Research’ made a pronouncement this year 
that pending the outcome of investigations now in progress at the National 
Bureau of Standards their advice is to use the direct resinous filling materials 
for the types of cavities commonly suitable for silicate cement. At the same 
time the Council urged all users to follow precisely the directions of the 
manufacturer of the product in use. 

Comparison with silicates: Let us then compare these new acrylic materials 
with silicate cements :— 

(1) The technique is almost as simple. Care must be taken to use 
thick mixes as this reduces subsequent polymerisation contraction and 
evolution of heat. Good pressure must be continuously maintained on the 
restoration during hardening, and this pressure must be held for longer 
times than is required for the application of the matrix strip to silicate 
restorations. 

(2) From the few reports so far to hand of tests on monkeys, acrylic 
monomer is at the most a very mild irritant to the pulp and any irritation 
is apparently only temporary. If this is so the use of linings is contra- 3 
indicated: zinc phosphate cements on account of their possible acidity } 
effects and zinc oxide-eugenol cements because of a deleterious action of 
eugenol on the setting and properties of acrylic resin. However, Professor 
Ellis'® considers that the question of the effect of methyl methacrylate on 
the pulp is by no means decided yet and he advises the use of zine phos- 
phate cement for lining deep cavities. 

(3) One mjnor point that has been reported is that apparently there 
is no reaction on the part of the patient to an acrylic filling as is some- 
times found when silicate restorations are introduced into cavities. 

(4) There is a tendency to shrink during hardening so that, besides 
a thick mix, positive pressure should be applied during the setting. As is | 
the case with acrylic dentures, shrinking is offset in some measure (some | 

manufacturers claim fully for their product) by the subsequent expansion 
(up to 0.5 per cent.) when the restoration absorbs moisture from the 
saliva. It is considered that more clinical evidence is required in this 
connection. 


A.D.A. Council on Dental Research.—Statement on direct resinous filling 
materials: J.A.D.A., 40:243, 1950. 
15. Ellis, R. G.—Lecture to Victorian Branch, A.D.A., 15th Aug., 1950. 


225 


2 
| 


The Dental Journal of Australia, May-June, 1951 


(5) Unlike cements, porosity frequently develops in these restorations 
but it is not a serious factor if it is confined to the centre where it is 
unlikely to be exposed. 

(6) Aesthetically acrylic resins offer more scope than _ silicate 
cements. The plastic should be much more resistant to surface staining 
although it may be subject to certain types of discoloration. The 
impermeability of the material should be an added advantage. Any stains 
should be confined to the surface. 

(7) The acrylic restoration is not soluble in saliva nor is it suscept- 
ible to attack by the lactic and other acids as is the case with silicate 
cements. 

(8) The resultant filling is not nearly as hard as silicate cement. A 
Brinell Hardness Number of 13 + 2 for the direct filling compared with 
19 + 1 for an inlay has been reported'®. Silicate restorations have a 
hardness of about 70. The acrylic restoration therefore may be easily cut 
or scratched inadvertently by instruments and abrasives. On the other 
hand, acrylic resin is not nearly as brittle and has a superior toughness. 

(9) The thefmal expansion of silicates is similar to that of the tooth 
enamel whereas that of acrylic resin is greater, but whether this plays a 
significant part clinically is difficult to say. 


(10) Acrylic resin can be successfully polished whereas finishing of 
silicate cements is a doubtful practice. 


On the whole, plastic acrylic restorations seem to have an assured future 
once the techniques have been mastered. With acrylic inlays probably the 
biggest hindrance has been retention, but with an undercut cavity permissible 
with the direct restorative material this difficulty vanishes. 


16. Skinner, E. W. and Cooper, E. N.—J.D. Res., 23:198, 1944. 
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PREVENTIVE PERIODONTIA* | 
R. TOMPSON, B.D.S. 


The field of Preventive Dentistry has received an ever-increasing amount 
of attention in the last few years, but it seems to have been concerned primarily 
with the subject of dental caries. This problem has been tackled with energy 
by numerous enthusiastic research workers and it is pleasing to note the 
progress of their work; but what of periodontal disease? 


There can be little doubt that among adults far more teeth are lost 
through periodontal disease than through dental caries. It would appear, also, 
that more ill-health is caused by periodontal disease than by periapical infec- 
tion arising from dental caries. If these premises are accepted, the importance 
of the task of the prevention of periodontal lesions becomes apparent. Further- 
more, this task is one which we as a profession must not shirk. What is the 
use of lavishing the greatest care on the teeth themselves in an effort to 
preserve them if at the same time we neglect or overlook the surrounding and 
supporting tissues? Yet this is precisely what often happens. 


Organised research into the problems of periodontal disease needs to be 
greatly extended, in the hope that ultimately a solution to the problems will 
be achieved. In the meantime, however, the dentist in his everyday practice 
can do a great deal to reduce its incidence. 


THE PRACTICAL ASPECT OF PREVENTION. 


The aetiology of Periodontosis (or Diffuse Atrophy) is unknown. There- 
fore, although successful treatment of this disease is often possible, its 
prevention, in the light of our present limited knowledge, is not. Fortunately, 
however, enough is known of the aetiology of the type of lesion commonly 
known as Pyorrhoea to justify the belief that this type is largely preventible; 
for, while diet and certain systemic factors undoubtedly influence susceptibility 
to this disease, it is generally accepted as essentially of local origin. 


The most important factors in the prevention of pyorrhoea are :— 
1. Oral hygiene. 
2. Function. 
3. Avoidance of mechanical irritation. 

I have purposely omitted nutrition from this list in the belief that insuffi- 
cient is known of its effect on the periodontal tissues to justify its inclusion. 
It is, of course, beyond dispute that gross vitamin deficiencies, for example, 
can seriously affect periodontal health; but gross deficiencies are rare in this 
country. On the other hand, there is no evidence that moderate or sub-clinical 
nutritional deficiencies are largely responsible for pyorrhoea. 

The texture of the diet is in an entirely different category from its nutri- 
tional value and has an important bearing on both hygiene and function; but 
I believe that it is not in our power to change radically the physical nature of 
the average person’s diet. 


*Read at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
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Since lack of oral hygiene appears to account for most cases of periodontal 
disease (90 per cent., according to Gottlieb), it is imperative that the individual 
members of the dental profession attempt to improve the standard of oral 
hygiene in their patients, in order to prevent the excessive loss of teeth and 
the ill-health resulting from this extremely common disease. The New South 
Wales Branch of the Australian Dental Association, through its Dental Health 
Education Department, is doing as much as its limited resources will allow, 
while some really excellent work is being done by the Queensland Health 
Education Council with the co-operation and assistance of the Queensland 
Branch of the Association. It is only through individual effort, however, on 
the part of practising dentists that anything approaching the ideal can be 
attained. 


To achieve this objective within the limits of one’s own practice requires 
patience and care, but results are well worth the effort entailed. 


INSTRUCTION IN ORAL HYGIENE. 


Teaching oral hygiene is not difficult or tedious with most patients. It 
appears best to follow a definite plan of procedure, as follows :— 


Firstly, with the aid of a hand-mirror, show the patient some visual 
evidence of the food debris in his mouth, since many people need to be con- 
vinced that their teeth are not clean. This can quite easily be done, without 
giving offence, by pointing out that the patient’s efforts have not been well- 
directed. The opportunity should be taken at this stage to explain, in simple 
terms, the causal relationship between inadequate hygiene and both caries and 
pyorrhoea. 

Secondly, detailed instruction in methods of cleaning must be given. There 
are several available techniques, each of which has many advocates. The 
method generally advocated by the American Dental Association appears to be 
a modified form of the Stillman method, consisting essentially of directing 
the bristles towards the gums and then, with a slight vibratory action, moving 
them towards the incisal or occlusal surfaces. In this way, it is claimed, the 
interdental spaces are cleaned, while the gums receive a certain amount of 
massage. Another popular method is that known as the “Charters,” wherein 
the bristles are directed away from the gums and several small vibratory 
movements are made. The brush is then lifted away from the teeth and again 
applied to the same position, whereupon the movement is repeated. This pro- 
cedure is repeated three or four times. The Charters method gives excellent 
results in some hands, but many of its exponents admit that is it difficult to 
learn. 


The method which I personally prefer is as follows:—The bristles are 
directed at right angles to the teeth, at the same time covering the gingival 
margins. Firm pressure is applied, thus wedging some of the bristles into the 
interdental spaces and compressing the tissues at the gingival margin. While 
maintaining this pressure, the brush is then swivelled around vigorously 
through a small circle, using as a pivot the bristles which are wedged in the 
interdental spaces. These bristles must be kept in place throughout the entire 
movement and sufficient agitation given them to clean the interdental spaces. 
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The sweeping movement made by the bristles which overlap the marginal 
gingiva cleans and stimulates it. The merits of this method lie in the fact that 
it is simple, yet effective and safe. 


DESIRABLE CHARACTERISTICS OF THE TOOTHBRUSH. 


It is extremely important to use a brush which is not too hard. There is 
no unanimity of opinion as to the relative merits of nylon and the natural 
bristle, but I prefer nylon because its physical properties are less variable. 
Being very nearly impermeable to moisture, it retains its physical character- 
istics throughout its useful life. Nylon filaments do not soften much, but 
after a certain amount of use they splay out to either side. When the brush 
thus loses its correct shape, it should be discarded. 


The so-called “hardness” of a nylon brush depends on the length, diameter, 
and spacing of the individual nylon filaments. The most variable of these 
features among the present day brushes marketed in Australia is the diameter, 
which ranges from .26 mm. to .36 mm. The finest of these gauges is just about 
ideal, since it is quite rigid enough to clean the teeth efficiently, whilst being 
flexible enough to permit vigorous use of the brush without danger of injury 
to either teeth or gums. 

As for the other physical characteristics of the brush, it is generally 
agreed that the head should be short (no more than an inch in length) and 
should consist of fairly widely spaced tufts of “bristles” set in two or three 
rows each containing six tufts. It is also generally agreed that the surface 
of the brush should be flat. Finally, the “bristles” should be half an inch or a 
little less in length, with the end of each tuft tapered in such a way as to 
permit penetration between the teeth. 

The correct use of the toothbrush is undoubtedly of great value. If used 
regularly and efficiently immediately after eating, it will prove a very effective 
weapon in the control of dental caries; whilst as an instrument fulfilling the 
dual purpose of maintaining oral hygiene and providing the mechanical 
stimulation which should be derived from natural function, it constitutes our 
first line of defence against gingivitis and pyorrhoea. This mechanical 
stimulation not only promotes circulation but also increases keratinisation of : 
the gingival epithelium, which is thereby made tougher and stronger. As a 
result, the resistancs of the tissues to. bacterial invasion and to mechanical 
injury by occasional sharp particles of food is greatly increased. 


THE IMPORTANCE OF FUNCTION. 


Toothbrush massage has been made necessary by the refinement of modern 
foods. It is because of this lack of texture that modern diet fails most lament- 
ably. Nutritionally, the average diet in this country is usually adequate, but 
from the point of view of texture as it affects the teeth and periodontal tissues 
it is deplorable. However, since it is idle for us to attempt to revolutionize the 
diet, we must resort to an artificial means of replacing this lost function. 

To a certain extent natural function of the teeth can be improved, even 
under the adverse conditions imposed by present day diet, by a deliberate 
attempt to chew vigorously. The softness and fineness of the food places a 
very definite limit on the amount of benefit obtainable in this way, but it is 
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well worth encouraging. The inclusion in the diet of as much coarse, crisp, 
and tough fibrous food as possible should also be encouraged. Food should be 
eaten raw where practicable, or cooked as little as possible. 


AVOIDANCE OF MECHANICAL IRRITATION. 


The third important factor in the prevention of pyorrhoea is the avoidance 
of mechanical irritation. The chief cause of this is sub-gingival calculus. The 
teeth must be kept free from this deposit since, by maintaining constant irrita- 
tion of the epithelium lining the gingival crevice, it produces ulceration. It 
has never been satisfactorily established whether the origin of sub-gingival 
calculus is the same as supra-gingival calculus. If the sub-gingival type is 
deposited as a result of inflammation in the gingival tissues, its accumulation 
will automatically be prevented by keeping these tissues in a state of health. 
At any rate, there can be no disputing the fact that its presence causes serious 
irritation of the soft tissues and therefore brings about an accentuation of the 
existing inflammation. 

Another source of mechanical irritation of the gums is the overhanging 
margin of a dental restoration. Every effort must be made to prevent any 
surplus filling material from remaining at or under the gingival margin, and 
any overhanging margins detected in the examination of a mouth should be 
removed. 

Absence of contact between a restoration and the adjacent tooth is another 
likely source of irritation, since it allows food to be packed into the interdental 
space, where it usually remains under pressure. Even if actual contact with 


the neighbouring tooth exists, deficient contour on the buccal or lingual side 
of the contact point will often allow the impaction of food in the interdental 
space. Correct contour at all points is essential, although occasionally it may 
be necessary to increase the contour slightly if the teeth have drifted apart 
a little. 


Partial dentures can be a serious cause of mechanical irritation of the 
gingival margins, and special attention should therefore be given to their 
design in reference to their effect on the periodontal tissues. 


ELIMINATION OF EARLY GINGIVITIS. 


So far we have discussed the prevention of gingivitis and periodontal 
disease by methods designed to maintain periodontal health. When a mild 
gingivitis already exists, with the usual sub-gingival calculus and oedema of 
the interdental papillae, preventive treatment is still possible, since up to this 
stage no permanent changes, in the form of alveolar bone resorption, have 
occurred, although this will inevitably take place if prompt action is not taken. 


In most cases there is some bleeding when the brush is applied to the 
gums, in which case the patient will probably carefully avoid them in future 
and take no action whatever. On the other hand, he may consult his dentist, 
whereupon he is likely to receive little treatment but an astonishing variety of 
advice. This will include the use of a softer brush, massage with finger or 
cloth, painting with various drugs, the use of different mouthwashes and 
instructions to “massage the gums with the toothbrush,” which is certainly 
nearest the mark but unfortunately very inadequate. I am not suggesting that 
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correct and adequate advice is never given nor appropriate action ever taken, 
but I regret to say that such advice and action appear to be comparatively 
rare. 

If the gingivitis is allowed to continue or is incorrectly or inadequately 
treated, it is only a matter of time before it leads to pyorrhoea. As the 
crevicular epithelium becomes detached from the tooth, and the gingival 
crevice becomes correspondingly deeper, the tendency to bleed may become 
less noticeable or may disappear altogether, for the location of the ulcers often 
changes from just inside the gingival margin to a point near the base of the 
pocket. 

A careful examination in such a case would almost certainly reveal the 
presence of sub-gingival calculus, thorough removal of which is usually fol- 
lowed by a rapid healing of the minute ulcers already referred to, whereupon 
the tendency to bleed disappears rapidly. There is also a great improvement 
in the tone and colour of the gums, which become anne and tighten up around 
the necks of the teeth. 

This looks, then, like an easy cure; but if nothing further is done, within 
a few months a fresh deposit of sub-gingival calculus will occur so that, before 
long, the gums will be in as bad a condition as before. Sub-gingival scaling 
will again temporarily relieve the gingivitis, but a further recurrence is 
inevitable. 


TRAINING IN HOME-CARE. 


If inadequate function produces this ultimate result, what steps can we 
take to provide the degree of function necessary for the maintenance of 
gingival health? A return to a primitive diet would probably provide the 
solution. In a society such as ours, this is hardly possible. The only alternative 
is a high degree of oral hygiene and mechanical stimulation supplied by 
medium of the toothbrush, and interdental stimulation with a wooden or rubber 
stimulator. 


If a person were adequately trained at an early age in the technique of 
oral hygiene and gingival stimulation, it is a fair assumption that he could 
avoid the occurrence of gingivitis, temporarily relieved by sub-gingival scaling 
and followed by an early recurrence of the gingivitis—and so on, until the 
ultimate loss of teeth becomes inevitable. The improvement in gingival health 
resulting from a thorough sub-gingival scaling is often spectacular, but 
unfortunately it does not last unless action is taken to prevent the conditions 
which gave rise to the calculus in the first place. Such action necessarily 
involves detailed personal instruction, not merely a vague reference to the 
required home-care. The dentist should make sure that his patient fully 
understands the correct toothbrush technique by personally training him in 
such methods. 


THE ROLE OF SURGERY IN PREVENTIVE PERIODONTIA. 


One is frequently confronted with a patient in whom hyperplasia (as 
distinct from oedematous swelling) of the gingival margins has resulted from 
long-standing chronic marginal gingivitis. In such a case purely conservative 
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measures will not suffice, since the hyperplastic tissue is of course fibrous and 
therefore cannot readily be dissipated by means of hygiene and mechanical 
stimulation. Because the presence of this tissue increases the depth of the 
gingival crevice, it often makes the cleaning of the crevice impossible, with 
the usual result of gingival detachment, bone resorption, and pocket formation. 
Once established, the pocket inevitably progresses to the point where radical 
surgery or the loss of the tooth becomes necessary. 


This stage need not, however, be reached if preventive measures are 
taken in time. Such measures are less conservative than those which I have so 
far discussed and consist essentially of the restoration of gingival form by 
surgical means. The object of restoring the normal gingival form is, of course, 
to eliminate the early pocket or abnormally deep gingival crevice before bone 
resorption has had time to occur. It is a simple operation, requiring no more 
than ordinary skill and judgment, and causes the patient very little, if any, 
post-operative discomfort. 


A very common condition which often leads to pocket formation and bone 
resorption is the enlargement of the papillae between the molars, followed by 
a splitting into two separate (buccal and lingual) portions with a cleft between 
them. This contrasts with the normal shape, which consists of two inclined 
planes (buccal and lingual) meeting at an apex in the centre of the interdental 
space. 


This interdental cleft is frequently the beginning of what ultimately 
becomes a deep pocket. It is often disregarded in its early stages, when preven- 
tion is easily possible. All that is required is to restore the papilla to its 
original shape by excision of the buccal and lingual portions, followed by 
instruction in interdental stimulation. In many cases only one side of the 
papilla may be enlarged, necessitating the removal of that section only. 


A careful examination for potential pockets of this type should be 
regarded as an essential part of a complete dental examination. Any gingival 
crevice deeper than two to three millimetres should be restored to its normal 
depth of one to two millimetres, if considered advisable. In certain positions 
such as the labial surfaces of the anterior teeth, provided that the standard 
of hygiene is satisfactory and there is no sign of ulceration of the epithelium 
lining the crevice, a depth of three millimetres can be quite safe; if, on the 
other hand, sub-gingival calculus is present in such a crevice and one is at 
all doubtful about the patient’s ability or determination to keep it perfectly 
clean in future, one should have no hesitation in reducing its depth to a 
minimum by means of excision or electro-coagulation. 


Any crevice of a depth greater than three millimetres is extremely difficult 
to keep clean. Therefore, steps should be taken to make it as shallow as 
possible. Such action is consistent with the principles of Preventive 
Periodontia. 


VINCENT’S INFECTION. 


A word must be said about Vincent’s Infection. Too often is this disease 
treated purely as an acute infection, the treatment being considered complete 
with the elimination of the typical signs and symptoms. Frequently, after the 
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cessation of treatment a chronic infection remains which may again develop 
into an acute condition. With each recurrence of the acute stage of the infec- 
tion a further destruction of the interdental papillae occurs, followed by 
increased resorption of the alveolar crest; thus, quite deep interdental pockets 
are eventually established. 


Such an event can quite easily be prevented by prompt action to eradicate 
the incubation areas at the time of the initial infection. This consists of the 
total elimination of pockets, no matter how shallow, and very thorough instruc- 
tion of the patient in the principles of oral hygiene and gingival stimulation. 
Supervision of the patient’s home-care for a requisite period is, of course, 
essential. 


Vincent’s Infection very seldom occurs in a clean and healthy mouth even 
when, for example, nutritional deficiency exists. If every member of the public 
received, and faithfully followed, instruction in oral hygiene, this disease 
would be comparatively rare. 


PREVENTION AND CORRECTION OF IRREGULARITIES IN THE DENTITION. 


The effect of overcrowding and irregularity of the dentition in producing 
conditions favourable to the retention of food debris, thus increasing the 
difficulty of cleaning the interdental spaces, is so well-known as to require 
very little emphasis. 


Much of this overcrowding can be prevented by preservation of the 
deciduous dentition and by the provision of space-maintainers where neces- 
sary; while, if malocclusion and overcrowding have already occurred, suitable 
orthodontic treatment will (among other things) eliminate many sites of food 
impaction or retention, thereby assisting the patient considerably in the task 
of maintaining oral hygiene. Natural function, so important to the preserva- 
tion of a healthy periodontal state, is also aided by the restoration of normal 
arch form and occlusion resulting from orthodontic treatment. 


FAULTY PROSTHESIS AND PERIODONTAL DISEASE. 


An important field for observance of the principles of prevention in 
periodontal disease is Prosthetic Dentistry. How many partial dentures are 
handed to patients without any sort of instruction in the care of the soft tis- 
sues? How many dentures are designed without regard for the harm that 
they will almost certainly cause to the gingival margins? It is obviously use- 
less to replace missing teeth with an appliance which will itself ultimately 
cause the loss of the remainder; yet it would not be an exaggeration to say 
that the majority of partial dentures do that very thing. 


Many poorly designed dentures destined to do an incalculable amount of 
harm to the remaining natural teeth are still being made. Teeth quite incap- 
able of taking the strain are used as abutments; wrongly designed clasps are 
applied in such a way as to weaken and loosen teeth which would have been 
quite capable of carrying a properly designed retainer; occlusal rests are 
placed in positions where they should not be used; gingival margins are 
covered and their circulation impaired by dentures which should have been 
designed to leave the gingival margins free; and tissue-borne dentures are 
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inserted without any advice about future re-lining, with the result that in 
many cases the gums are driven away from the necks of the teeth and extreme 
bone resorption is caused. 


CONCLUSION. 


Most periodontal disease is preventible, but the practical application of 
the simple preventive principles involved requires co-operation between both 
dentist and patient. It is the dentist’s responsibility to take the initiative in 
this co-operative effort. 
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WHAT THE PARENT WANTS TO KNOW* 


Sve B.D.S. (Syp.). 


These questions have been selected rather as ones which require the 
dentist to stop and think before replying. The answers themselves make no 
claim to be original. My hope in supplying them is that it may save the busy 
practitioner time in mentally reducing the current literature to a form 
suitable for every-day application. 


Question 1—What effect will my diet during pregnancy have on my baby’s teeth? 


In most cases this question can be answered in a single sentence—“If an 
expectant mother follows an adequate diet during her pregnancy, such as will 
be recommended by her doctor, such a diet will also be adequate to promote the 
proper development of her baby’s teeth.” 


The actual types of food and the quantities which should be consumed dur- 
ing pregnancy are the doctor’s province, and it is from this source that most 
mothers seek advice on this subject. However, the question of calcium, which 
seems to be a well-known and ever-popular substance with the community, is 
often referred to the dentist. 


In this connection I don’t think I can do better than quote from Samuel M. 
Gordon’s article, “Caries in pregnancy.” 


“Calcium and phosphorous are essential elements. All requirements 
for average needs, including pregnancy and growth, may be suitably 
obtained from an adequate diet. There is no carefully controlled evidence 
that addition of calcium and phosphorous compounds, inorganic or 
organic, promotes retention of these elements and hence freedom from 
dental caries except in known cases of deficiency. Where this occurs 
milk serves as an excellent source of calcium and phosphorous in a readily 
assimilable form. 


“In rare conditions such as osteomalacia, parathyroid tetany and 
some conditions of pregnancy which may require it, additional calcium can 
be supplied by such simple compounds as the chloride, lactate and glucon- 
ate. But this administration does not overcome the cause. These condi- 
tions may require medication with parathyroid extract or Vitamin D. 

“There is no evidence that ingestion of calcium and phosphorous com- 
binations in addition to diets adequate in these elements promotes the 
development of sound teeth in the huinan fetus.” 

In the same articles he mentions that the calcium requirements of nursing 
mothers are high. Macy? and others found that a daily feeding of codliver oil 
and yeast during the period of highest milk flow resulted in greater calcium 
and phosphorous utilization, indicating that Vitamin D is also important. 


*Read at the Twelfth Australian Dental Congress, Sydney, August, 1950. 


1. Gordon, S. M.—Dental Science and Dental Art, Philadelphia, Lea & Febiger, 1948. 
2. Macy, I.—et al.—J. Biochemistry, 86:59, 1930. ; 
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Hess, Lewis and Roman’, after many chemical and X-ray studies of the 
teeth of infants from birth onwards, have made the following conclusions :— 


1. Calcification of the teeth must be regarded as important only after 
birth. 

2. At birth only half a gram of tricalcium phosphate has been laid 
down in the teeth, and the early years after birth are the periods of great- 
est significance in regard to calcium and phosphorous requirements of 
teeth. 

3. As far as the teeth of the infant are concerned, it cannot be of 
great importance whether throughout pregnancy a woman has a diet high 
in calcium and phosphorous as she has bounteous storehouses of these 
substances in her bony skeleton. 

As regards the role of vitamins during tooth development the following 
conclusions were agreed upon at the Michigan Workshop‘ :— 

1. Chronic mild deficiencies of Vitamin A have no significant effect 
on the structure of the hard tissues or the shape of the teeth. However, 
chronic severe deficiencies of Vitamin A produce characteristic abnor- 
malities in the structure and form of the enamel and dentine of the 
developing teeth of animals. 

2. There is no evidence in the literature that a deficiency of Vita- 
mins B and C have an effect upon the developing teeth of man. 

3. It has been rather clearly demonstrated that Vitamin D is of value 
in the formation of the hard dental structures, including the teeth them- 
selves, and there is evidence to suggest the possibility of increased sus- 
ceptibility to caries in teeth which have been formed during a condition 
of Vitamin D deficiency. 

Finally, I have not forgotten the addition of optimal amounts of flourides 
to the public water supplies. This is already being done in some American 
communities, and promises to be an increasingly important factor in the effect 
of diet on caries-resistant teeth. 

In brief, then, a diet which safeguards the general health of mother and 
baby will also be adequate for the developing teeth. 


Question 2: 
In considering the eruption of the primary dentition .. . teething, to 
parents ... it may seem to you that I am again trespassing on the doctor’s 


preserves. I included this question because I think that every dentist should 
be equally conversant with the mechanism, possible systemic effects and 
management of teething, both for his own satisfaction, and for the satisfaction 
of his patients who may also be parents. 

My next question, therefore, reads :— 
“Is it normal for a baby to suffer any pain or general disability during teething, 

and how can we assist him during these times?” 

One of the parents’ greatest problems at these times—apart from the 
problem of getting a little rest themselves—is how to distinguish what 


8. Hess, A. G., Lewis, J. M. and Roman, B.—Dent. Cosmos, 74:1053, 1932. 
4. Easlick, K. A~—Dental Caries, St. Louis, The C. V. Mosby Co., 1948. 
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symptoms are normal, unimportant and perhaps inevitable from those which 
demand the immediate attention of the doctor. 


Now while some babies’ teeth emerge completely unheralded, others are 
ushered in by quite distressing symptcms, and why this variation should be 
so, I can find no clue. But, although this wide range of disabilities has been 
definitely related to teething and the mechanism by which this occurs is fairly 
well understood, it is desirable to warn parents against the practice of attribut- 
ing all the ills of babyhood to teething and to advise them to seek the doctor’s 
aid when in doubt. 

In regard to the mechanism by which teething produces systemic effects, 
Edward Kirk’, in his article, “The Nervous Reflexes of Dentition,” refers to 
what he calls “the dentitional equilibrium.” He says: “This harmonious syn- 
chronisation between root growth and tissue absorption is a delicately 
balanced mechanism, a sort of moving equilibrium, dependent for its stability 
upon the nutritional and physiological balance of the entire infant organism.” 

If this delicate balance is upset, a continued physical irritation of the 
dental peripheral terminals of the trigeminal nerve occurs and a wide variety 
of reflexes may occur. 


Eric Pritchard® says in his book, “The Infant—a Handbook of Modern 
Treatment” :— 

“During both primary and secondary dentitions there is ofteh a good 
deal of inflammation of the gums owing to tension caused by erupting 
teeth. Either reflexly or by irradiation a considerable reflection of the 
nervous system results which may be reflected in almost any direction and 
manifested most acutely in those nerve centres which are most unstable. 
This accounts for the great variety of symptoms which may occur during 
dentition.” 


In mild cases the symptoms of teething may consist of irritability and 
fretfulness and disturbed sleep lasting two or three days and disappearing 
when the tooth penetrates the gum. Actual inflammation of the gums can be 
seen, together with increased salivation leading to dribbling. It is quite com- 
mon to see the child cramming its fists or toys into its mouth or continually 
rubbing its head on the pillow. 


In more severe cases two or three degrees of fever may be present which 
falls with the eruption of the teeth. Other systemic disturbances may include 
diarrhea, vomiting and constipation and even convulsions. 


Locally it is quite common to find increased secretion from mucous mem- 
brane of the nose which is often mistaken for a cold and also lachyration. 
Dilation of the capillaries of the cheek due to a vaso-motor reflex, also pimples 
on the chin and eczema behind the ear may occur. 

All these symptoms, both local and systemic, are fully dealt with in the 
available literature. The instructions for coping with the situation are 
unfortunately far less numerous. 


5. Kirk, E.—Dent. Cosmos, 62:1373, 1920. 
6. Pritchard, E.—The Infant: A Handbook of Modern Treatment, ed. 1, London, 
Edward Arnold & Co., 1938. 
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One author suggests rubbing the gums with orange juice, but the general 
consensus of opinion seems to be against any local treatment and feels that 
the safest way to prevent possible infection is to leave the gums alone and 
merely see the baby has something clean to chew, either smooth bones, rusks 
or a clean, smooth toy. 


Lancing the gums is not generally considered necessary or advisable, as 
it is fel that the tougher scar tissue will grow back over the tooth before it 
has time to erupt through. However, in some cases the eruption of a tooth, 
usually a molar, is unduly prolonged with concurrent rise in temperature, loss 
of weight due to refusal of food and in these cases, providing the tooth is close 
enough to the mucous membrane, lancing will give relief. 


The general treatment during difficult teething is to reduce the irritability 
of the central nervous system. Sedatives such as chloral or phenazone may be 
used, but aspirin is probably equally effective. The dose is one-third to one-half 
of one aspirin according to the age of the child. 


Feeding problems often arise during teething. The soreness of the gums 
often causes the child to refuse food with consequent loss of weight. At these 
times a child still having a bottle will sometimes prefer to take food from a 
spoon. 


If all types of feeding are refused and the child ceases to gain its normal 
amount of weight per week this will probably be compensated for in the follow- 
ing weeks when no teeth are erupting. 

The parents should be advised not to force food on the child at these times 
when its mouth is sore, as the pain may cause the child to dislike the process 
: of being fed, and subsequently become a “difficult feeder.” 

: As regards the proprietary lines of teething powders available, both Nyal 
and Steedman’s contain calomel and Ashton and Parsons contains matricasia, 
so that it can be seen that these are intended as aids to bowel action and 
stomach upsets and! not as sedatives. 

Davis Powder, however, also contains a sedative. 

I could well summarize this question with the advice given me on this 
subject by a well-known Sydney pediatrician: “Very many children suffer in 
various ways during teething,” she said. “The best thing you can do for them 
at these times is leave their mouth alone, give them some Aspro when 
necessary, and don’t force them to eat.” 


Our problem child has now been safely born and lived through the erup- 
) ’ tion of its deciduous teeth, but the parents’ troubles seem to be just 
beginning. 


Their next question to the dentist is:— 


Question 3.—Should an attempt to made to control habits such as thumbsucking, 
and, if so, at what age? 


That thumbsucking, and allied habits such as finger-sucking and lip- 
biting, can cause dental deformity when carried out continually and excessively 
is no longer a matter of question for the dental profession. The associated 
deformities are familiar to us all. 
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Parents, however, have a knowledge of these facts usually limited to 
secondhand rumours, and their observation of the incidence of thumbsucking 
and its consequent results is naturally confined to their own children and 
immediate family. Thus, if on occasions they notice their own child sucking 
his thumb they are not, in most cases, in a position to judge if this habit is 
likely to have any general or dental significance. 

Confronted with a query of this nature the dentist’s first job is to ascer- 
tain, by questioning the parent, the extent of thumbsucking indulged in by the 
child. And I feel that, if this amount turns out to be normal—or perhaps a 
safer word would be “usual’—that is occasional or incidental thumbsucking, 
with no apparent results on the dental mechanism, then the best thing to do 
is to ignore the habit completely. 

The question now arises—how much thumbsucking can be considered 
insignificant in various age groups? 

During the first months of the baby’s life, while it is breast- or bottle-fed, 
sucking is a normal and reflex action. Oral sensation is very important at 
this age, and the mouth is the normal avenue of exploration of new objects, in 
the same manner that the hands and eyes are used in later life. Thus mouth- 
ing of objects and occasional sucking of fingers and toes can be disregarded 
at this age. However, continual thumbsucking during a large part of the 
waking time is a different story and will be considered presently. 

Considering now the pre-school child, normally the sucking instinct is in— 
the process of disappearing or being replaced. However, this process is not 
complete in many children, and these may be observed to suck their thumbs 
on occasions only such as when falling asleep, when overtired, or perhaps when 
absorbed in a story. Provided no dental effects can be observed, I feel these 
occasional thumbsuckers can be ignored. 

However, in the child of school age, and especially by the age of eruption 
of the permanent incisors, the story is different. 

If thumbsucking has not completely disappeared by this age, it either 
indicates persistence of a strong habit formed during early childhood or 
occurs associated with other indications of psychological and emotional 
immaturity. At this age it can never be ignored. 

Supposing now we find that the thumbsucking occurs to what we consider 
a possibly serious extent. What extent of damage to the teeth can we 
indicate to the parent may be expected if the habit continues? 

Before the eruption of the deciduous teeth, no amount of thumbsucking 
can have any harmful effect as far as dental development. 

After eruption of the deciduous teeth, if the period of thumbsucking is 
prolonged and the pressure of the thumb is heavy, the labial placement of the 
maxillary teeth and possibly also labial movement of the maxillary alveolus 
and depression of the mandibular incisors may occur. Sillman in 19427 showed 
that spontaneous correction of this condition occurred in about 75 per cent. 
of cases when thumbsucking ceased or was stopped. In the cases where spon- 
taneous correction does not occur, it is thought that thumbsucking may be 
only a contributing cause to some underlying growth factor. 


7. Sillman, J. H.—Am.J.Orth. and Oral Surg., 28 197-209, 1942. 
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If thumbsucking ceases or is stopped before the eruption of the permanent 
teeth their position should be unaffected, but if it continues during the period 
of mixed dentition serious and not infrequently lasting effects may be 
observed. 


Finally, we come to the parents’ natural question—how can we attempt 
to control this thumbsucking? 


Thumbsucking in the baby is, fortunately for us, a question for the pedia- 
trician, not the dentist. Briefly, it seems to be connected with insufficient 
feeding or insufficient sucking during feeding. This aspect has been thoroughly 
investigated by Dr. Lawes*. However, if the habit can be prevented at this 
age it may save the dentist and parent much future worry and work. 


The pre-school child who is a confirmed thumbsucker is possibly bored, 
unhappy, insecure, or feels unwanted or unloved. Removal of these causes is 
the soundest basis for treatment, though it is realized this may be extremely 
difficult. More time and attention from the parents and better playing 
facilities are by no means always easy or even possible to obtain. 


One of the greatest hopes in these situations is that when the child starts 
kindergarten the new activities and interests may divert him from this habit. 


A different approach is used to older children, and here the dentist can be 
a more helpful and deciding factor. A personal approach to their problem, a 
kindly explanation _ demonstration of the effects is appreciated where 
scolding proves useless. Dr. Lawes has suggested that the child may be 
persuaded to substitute chewing gum for thumbsucking with the great 
advantage of causing no harmful effects on the occlusion. 


Maury Massler®, in his excellent article on thumbsucking, emphasizes 
that the habit is not, and should never be made, a moral issue. The dentist 
helping the child achieve success in his own desire in overcoming the habit 
should be the dominating note. 


As regards appliances, whether elbow splints, bitter aloes or lingual bars, 
they are in general considered inadvisable, as the frustration caused by 
forcible prevention may lead to greater evils. Occasionally, they may assist 
in older children where instituted with the child’s own approval and 
co-operation. 


You may be interested in some statistics from the Lady Gowrie Centre’’: 
between two and three years 13 per cent. of the children were recorded as 
thumbsuckers, the same percentage between three and four years, 9 per cent. 
up to five years, dropping to 4 per cent. between five and six years. From 
these figures the interesting fact appeared that the number of thumbsuckers 
whose health was listed as “not consistently satisfactory throughout” was 
highly significant. Unfortunately, no follow-up of these cases is possible in 
later life but, from examining the children at the Erskineville centre, I found 
it possible to detect a significant number of the persistent thumbsuckers by 
their typical tooth arrangement alone. 


8. Lawes, A. G. H.—Dent.J.Aust., 22:167-194, 1950. 
9. Massler, M. and Wood, A. S.—J.Dent. Children, 16:1-8, 1949. 
10. Hill, E—The Lady Gowrie Centres, 1936-1946, Canberra, 1946. 
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Question 4.—At what age should the child first visit the dentist, and is any care 
of the mouth necessary, prior to this time? 


The child patient’s reaction to dental visits is most likely to be favourable 
when the first visit or several visits take place before any operative work is 
necessary. A background of several visits devoted to examination and prophy- 
laxis only greatly increases the child’s confidence so that when a restoration 
becomes necessary it is usually accepted with good grace. A child brought to 
the surgery suffering from toothache and needing one or more immediate 
extractions will be a very different story. 


I feel that 34-4 years of age should be recommended to parents as the age 
for the first dental visit. I know that some authorities and most public health 
books and pamphlets recommend an earlier age. I know that in a small per- 
centage of children caries does occur before this age. Nevertheless, I feel that 
most children below this age have insufficient reasoning power and self- 
control for the dentist to make what we might call a “social success” of a visit. 
And if the child cries and fights at the first visit, an “anti-dentist’” attitude 
will be developed which, even at this early age, may colour the child’s view 
of dentistry throughout his whole life. 


Prior to the age of 34 years the parents should be advised to examine the 
child’s teeth themselves from time to time. Up to this age any cavities that 
do occur will, in all probability, be occlusal cavities, and thus fairly easily 
seen by the parents. Where the parents suspect a cavity the child can be 
brought to the dentist at once. Remember that the only likely situation for 
proximal caries in the deciduous teeth is between the first and second decidu- 
ous molars and, as the second molar does not appear in the mouth until about 
the age of two, caries at this contact is unlikely for some time after this. 


Before the age when caries becomes a major problem, infection of the 
mucous membrane of the mouth may occur in young children, at any age, from 
birth onwards. Such conditions as Vincent’s Infection and Thrush are com- 
paratively rarely seen in infants from better-class homes where the diet is 
good and principles of hygiene are observed. Quite a few cases are seen in 
poorer districts, and more are brought to public hospitals for treatment. 

Thrush, as you know, is caused by a species of Monilla. This mould grows 
readily on the mucous membrane of the mouth, especially when damaged by 
mechanical means, such as thumb or dummy sucking or frequent washing of 
the mouth by the parent . .. which, incidentally, is not advised for small 
children. Investigation of these cases of Thrush often shows that lack of 
cleanliness is responsible, for example, omitting the regular boiling of bottles 
and teats, or other feeding equipment. 

For the treatment of Thrush, one author recommends the use of Monsol, 
1 in 400, while glycerine and borax is also in common use. 

Virgil Cheyne" emphasizes the importance of systemic treatment in mouth 
infections. He writes :— 

“Most Vincent’s cases are handled routinely by systemic medication 
(penicillin or sulphanilamide) and/or nutritional correction, working in 


11. Cheyne, V.—J.Dent. Children, 14:2-5, 1947. 
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league with the pediatrician. At a rough guess, 95 per cent. of the cases 
of oral infection occur as part of a generalized malnutrition picture. Soft 
diets, high in protective food factors, administered by the persistent hands 
of capable nurses to hospitalized children, solved most of our problems of 
oral infection. That includes Thrush, Vincent’s Infection and aphthous 
ulcers. We have had little success in treating such cases by local medica- 
tion if we do not at least do a follow-up search in systemic factors.” 


Advice on the prevention and treatment of mouth infections is only neces- 
sary to a small minority of parents of the under-four-year-olds. 


The routine advice, on toothbrush technique and dietary considerations, 
given by the dentist is of major importance during these years and, I am con- 
vinced, plays an important part in the child’s dental health. 


While I feel it is quite unnecessary to elaborate on toothbrushing 
technique, there is one point I would like to make. 


“At what age can a child be trusted to brush his own teeth effectively?” 

I think this age is much later than is usually imagined by parents, and 
that the only way for them to ensure that their child has not only brushed his 
teeth but has got some value from the brushing is to take the responsibility 
for this themselves and make periodic checks on their child’s toothbrushing, 
if necessary, until that child is in its teens. 


Otherwise we find that a brisk swipe across the occlusal surfaces, together 
with a fair amount of splashing for sound effect, enables our child patients 
to answer, with righteous indignation, that they “always clean their teeth.” 

If advice has been given by the dentist along these lines—that is, regular 
inspection by the parent, the proper method of home care, and diet from the 
dental point of view—-and carried out by a co-operative parent, when the child 
visits our surgery at '34 to 4 years, only occasionally will more than a prelimin- 
ary examination and prophylaxis be necessary. 


My next question is really a double one:— 


Question 5.—Does heredity influence the teeth, and do the deciduous teeth have 
any relation to, or influence on, the permanent teeth? 


Rather a favourite question, this one, with parents—especially about 
5 o’clock—and, unfortunately, impossible to answer “yes” or “no.” 


Regarding the hereditary factor, I can find no evidence that caries sus- 
ceptibility or immunity is likely to be transmitted from parent to offspring. 
On the contrary, some observations on identical twins have shown a marked 
difference in the caries susceptibility. 


On the other hand the hereditary factor seems to play a part in the 
arrangement of the teeth and development of the jaws. Ernest Otterholt?? in 
1946 writes that, while prognathism and retrognathism can develop under 
influence of local causes, they are often hereditary. He quotes for example a 
study of the House of Hapsburg, where mandibular prognathism occurred 
with nearly 100 per cent. regularity in the affected branches of the family. He 
concludes that the hereditary factor seems to be irregularly dominant. 


12. Otterholt, E—Northwestern Dent.J., 25:95-97, 1946. 
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One other condition in which heredity seems to play some part is con- 
genital absence of teeth. It has been pointed out by orthodontists, however, 
that some cases of malocclusion, which at first appear to be hereditary, are 
actually due to the repetition of some habit, which the child has imitated from 
one of its parents. 


The relationship of the deciduous teeth to the permanent teeth covers a 
widespread field, including calcification, caries susceptibility, occlusion, 
periapical involvement and anomalies. 


The parents who ask this question are probably thinking in terms of 
caries, and we are justified, I think, in answering that the caries immunity or 
otherwise of the deciduous teeth is no real indication of the subsequent 
immunity of the permanent teeth. The reason for this is that so many condi- 
tions in the mouth are changing during the period of mixed dentition. 


The child at this time is leaving kindergarten to start primary school, so 
that his dietary habits change as home influence gives way to outside influence. 
Lactobacillus counts at this age very frequently indicate a considerable change 
in the saliva. Even the teeth themselves, having been formed at a different 
stage of nutritional development, probably differ in structure from the 
deciduous teeth. 


For this reason, where other deciduous teeth were hypoplastic it is 
unlikely that the permanent teeth will correspond unless, of course, the condi- 
tion was due to some systemic abnormality which is still operating. An X-ray 
of the developing teeth will settle this question and reassure the parent. 


The effect of early loss of deciduous teeth, loss of mesio-distal diameter, 
etc., on the occlusion of the permanent teeth, is of as much interest to parents 
as the results are correspondingly expensive. However, in this company, I 
feel that no further mention of the importance of the primary teeth as space 
maintainers need be made. 

A very interesting contribution to this subject was made by William 
Bauer’ in 1946 in an article entitled “The effect of periapical processes of 
deciduous teeth on the buds of permanent teeth.” The following is a summary 
of his findings :— 

“The examination of autopsy material containing deciduous teeth 
and their successors showed that periapical processes of deciduous teeth 
failed to stimulate the development of a fibrous wall which could localize 
lesions. They spread diffusely through the bone marrow, towards and 
around the buds of the successors, thereby affecting the important pro- 
tective layer of young enamel, the united enamel epithelium. Various 5 
changes of the latter were observed. ‘ 


“In mild cases this epithelial structure appeared to be reduced to a 
flat, hyalinized, somewhat keratinized membrane. In some instances, it 
proliferated. In other cases the united enamel epithelium was destroyed, 
thereby exposing the enamel to inflammatory cedema and granulation tis- 
sue. The former was found to be harmless to the enamel while the latter 


ke: 


13. Bauer, W.—Am.J.Orth. and Oral Surg., Oral Surg. Sect., 32:232-241, 1946. 
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eroded the enamel and deposited on the surface of the deep excavation a 
well-calcified, metaplastic cementum-like substance. The effects produced 
depended on the severity of the inflammation.” 


In a similar manner, injuries to the deciduous teeth may affect their 


permanent successors. Hypoplasia may occur, or malformation and eruption 
or root formation may be delayed. 


In conclusion, I fee] that one of the main things we need in pedodontia 
today is more co-operation from a much greater number of parents. And the 
chief way to obtain this lies in our own hands... that is, by the patient and 
intelligible explanation to every parent who will listen, of the “why and 
wherefore” of what we are trying to do for their children’s teeth. 


: 
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THE EXAMINATION OF THE PATIENT* 
T. SEWARD, B.D.Sc. (MELB.), D.D.S. (N.U.) 


Although the practice of dentistry as here described is not always prac- 
ticable, it is very desirable because the experience and knowledge gained in 
caring for the more fortunate classes forms the basis of treatment for those 
less fortunate. 


The profession of dentistry includes the understanding of the design and 
form, structure and purpose of the dentition and the study of the growth and 
development of the teeth and jaws. The practice of dentistry has for its 
object the care of the growth and development of the teeth and jaws and the 
preservation of the design and form of the dental arcades. 

The prevention of dental decay is fast becoming a reality; the care of the 
growth and development of the dentition is a creative approach worthy of the 
dignity of a profession. 


We are born with healthy mouths, mouths that can and should be kept 
healthy. Is it not strange that usually the permanent teeth are well on the 
road to destruction before the loss of the temporary dentition? Man, so 
successful and so conscious of his success in the breeding of animals, remains 
unconscious of defect in his own children. 


Children should be brought to the dentist early; it then becomes the duty 
of the dentist to send for his little client every three months. During these 
routine visits every surface of every tooth should be cleaned, polished and 


treated with some substance that inhibits decay. If decay is present, the 
affected tooth should be repaired. A repair is a careful cutting away of tooth 
structure and replacing the lost tissue with some hard material that will 
restore the form, function and surface condition of the tooth. This part of 
the work may be regarded as maintaining the form of the individual teeth. 

The next procedure is the examination of the various structures that are 
associated with the design of the dental apparatus. In order to observe the 
growth and development of the dentition we must know the presence or 
absence of every tooth, the relation of the dental arcades to each other when 
at rest and when in action, and their relation to their associated structures. 


This information is gained by clinical examination, plaster models and 
X-ray pictures. 


From clinical inspection we observe, in general, the condition of the 
child and, in particular, the presence and condition of the crowns of the teeth. 
Examination of plaster models gives more information concerning the cuspal 
and intermaxillary relations of the dental arcades than can be obtained clini- 
cally. Plaster models can be very valuable in the interpretation of X-ray 
films. X-ray pictures of the hard and soft tissues of the head and neck are 
taken with the head always in the same position. They may be regarded as 
the blueprints of the anatomical design giving a general impression of balance 
or unbalance in the structures associated with the teeth and jaws. These pic- 
tures are best when seen stereoscopically. 


*Read at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
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When taken at regular intervals X-rays make a serial record of develop- 
ment that displays the movements of growth and reveals the unfolding of 
Nature’s developmental scheme of the head and neck. Just as an architect 
recognises a fault in the design of a structure, so the trained dentist will 
recognise a fault in the developmental plan of the facial skeleton. These serial 
X-ray pictures constitute the dentist’s library, and their study and interpreta- 
tion the background to his experience. 

Regular examinations, not only of the teeth and their immediate struc- 
tures, but also of the nose, ears and throat are necessary in estimating the 
developing growth pattern. If, in the change of function (change from suck- 
ling to mastication), the muscles concerned with the suspension of the 
mandible, tongue and hyoid bone become unbalanced, the mandible will not 
preserve its normal relationship with the skull. This change will affect the 
dentition. As the mandible drifts backwards, the condyle will encroach on the 
tympanic part of the mandibular fossa and disturb the structures already in 
occupation. 

If, by clinical observation or X-ray examination, this change is noticed 
before the teeth have been affected, the mandible may be persuaded to return 
to its normal position by strengthening the weaker part of the muscular group. 

If the condition is made manifest by derangement of the teeth, correction 
is made by re-arranging the form and function of the dental arcades to as 
near normal as conditions will permit. This change is accomplished by some 
form of prosthesis, the choice depending on the operator and the success 
largely on his technical ability. 

If all the teeth have been lost, some correction in the position of the 
mandible may still be obtained by skilfully constructed artificial dentures— 
artificial substitutes that restore as nearly as possible the form and assume 
the functions of the dental arcades. 

The great advantage of regular dental examinations is the opportunity 
to anticipate and guard against abnormal developmental drifts. Normal 
development is upset by bad habits—habits that are cultivated during our 
sleeping as well as our waking periods—tooth decay, nasal and pharyngeal 
disturbances; conditions that should never be allowed to develop. 


Teeth of the upper jaw grow and develop in the walls of the nose. If 
through any chance the normal development of the nese is disturbed, it will be 
unlikely that the maxillary dental arcade will develop in harmony with the 
arch of the lower jaw. Development of the nasal walls is disturbed by 
insufficient use—mouth breathing, blockage in the airways, adenoids, or some 
pathological condition in the sinuses. 

If dentistry for children has for its object the care and guidance of the 
growth and development of the teeth and jaws, then dentistry for adults 
should deal with the preservation and maintenance of the form and design of 
the dental arcades. 

The solidity and permanence of a structure depends largely on the condi- 
tion of its support. If the support of the dental arcades is weakened, the life 
of the individual teeth is shortened. A break in the continuity of the contact 
points throws a responsibility on the periodontal membrane and alveolar bone 
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they are not designed to sustain, causes the teeth to move into positions their 
fascial support finds intolerable and ends in a breakdown, manifesting itself 
as pyorrhoea. 


When at rest, the position of the mandible is determined by its muscular 
attachments, but in action its position is determined by the form and position 
of the functional surfaces of the dental arcades—the line of occlusion. If 
from any cause the form and position of these functional surfaces change, it 
must follow that the position of the mandible when in action changes also. 
These positions vary from that caused by the restrained hinge-like action due 
to the excessive overlapping of the upper teeth to that caused by the eccentric 
excursions due to cross bite. 

In extreme cases of abnormality the mandible assumes a permanently 
abnormal position, resulting in unilateral deformity not only manifesting itself 
in facial distortion but frequently in disturbances of the temporo-mandibular 
joint and the ear. 

Malocclusion is a defect in the anatomical design of the dentition; there- 
fore, in the final analysis, all dental defects are malocclusions. It follows that 
all dental operations, fillings, crowns, artificial dentures and orthodontic 
treatment are in reality mechanical expressions of this thesis. 

If this concept were appreciated, dentistry would be taught from the 
developing mouth of the growing child and not from the decaying mouth of 
the withering adult. The prevention of dental disease would become a reality. 
Good teeth and healthy mouths would become a characteristic of an otherwise 
strong and healthy people. 
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DENS IN DENTE 
REPORT OF A CASE AND DISCUSSION. 
F. E. HELMORE AND H. R. SULLIVAN. 


The occurrence of dens in dente is by no means common and it is believed 
that only two cases have been reported in Australia!}2._ The following report of 
this somewhat rare pathological condition is therefore submitted. 


The patient, B.P., aged twelve, was referred for surgical treatment follow- 


ing upon the disclosure by X-rays of an abnormal upper lateral incisor with an 
extensive radiolucent area at the apex. 


(c) 


Fig. 1.—Radiographic appearance of upper lateral incisor containing dens in dente. 
1 (a)—Tooth in situ showing radiolucent area in the periapical tissues; 1 (b) and (c) — 
X-rays showing the extracted tooth in labio-lingual and mesio-distal plane. 


Clinical examination. 

The labial aspect of the crown of the tooth was normal but the palatal surface 
was convex and contained a very definite pit and a cusp-like formation. On the 
labial aspect of the mucous membrane there was evidence of a sinus but there 
was no free discharge. 


Radiographical examination. 


The root of the tooth was enlarged and there appeared to be a small tooth 
within the pulp chamber and the root canal (Fig. la). Surrounding the apex 


1. Sealey, V. T.—Aust.J.Dent., 54:167, 1950. 
2. Boyle, R. L.—Proc. 11th Aust.Dent.Congr., 1948, p. 336. 
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of the tooth was a large radiolucent area which did not appear to have very 
defined margins. 


Diagnosis. 


A dens in dente in an upper lateral incisor accompanied by periapical 
infection. 


Treatment. 


The tooth was removed surgically to avoid damage and to allow a thorough 
investigation of the periapical area. Here, a pale yellowish, rubbery mass of 
tissue was revealed. It was removed intact by blunt dissection leaving a clearly 
delineated cavity within the bone. The cavity was dusted with sulphonilamide- 
sulphathiazole powder, some gelatin sponge inserted as a filler and the muco- 
periosteal flap sutured back into position with catgut. The recovery was 
uneventful. 

After removal, the tooth was again X-rayed in a labio-lingual plane (Fig. 
lb) and a mesio-distal plane (Fig. 1c). This revealed that the inner “tooth” 
was remarkably uniform in outline. 


Fig. 2.—Appearance of ground section viewed with transmitted light. 
A. Amorphous, calcified tissue; D. Dentine; E. Enamel; F. Foramen leading from 
lingual surface of tooth into the centre of the invagination. 


Pathological report. 


1. Examination of the soft tissue removed from the periapical area. The 
sections showed purulent granulation tissue in which were embedded fragments 
of flattened squamous epithelium. The diagnosis was given of an infected 
dental cyst. 

2. Examination of the hard tissues of the tooth. The tooth was split 
longitudinally and one piece was made into a ground section whilst the surface 
of the other piece was polished for examination by reflected light (Figs. 2 and 3). 

The naked eye appearance of the structures confirmed the opinion formed 
from the radiographic examination. The root of the tooth showed some con- 
vexity and was composed of narrow walls. Lying within the enlarged pulpal 
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chamber was a long, calcified invagination composed of dentine and enamel. The 
invagination was quite regular, the central portion being composed of enamel and 
being surrounded by dentine. There was a space in the centre of the enamel 
“core.” 


Structurally, the outer layers of enamel and dentine were normal and the 
direction of the prisms and tubules respectively also was normal. As far as 
could be determined, the structure of the enamel and dentine within the invagin- 
ated portion was similar to that of the remainder of the tooth. There was every 
indication from the contour and direction of the prisms that not only was the 
enamel continuous from the external surface to within the invagination but 
also that an opening existed from the external surface of the tooth into the 
central core. The apex of the tooth was patent and the walls of the root in 
this area were quite thin. Lying within the normal dentinal wall at the apex 
there were some irregular structures which seem to be composed partly of 
irregular dentine, cementum and amorphous, calcified material. The pulpal 
tissues were lost in preparation of the section. 


Fig. 3.—Section of tooth viewed by reflected light. 
C. Cystic tissue; D. Dentine; E. Enamel; F. Foramen leading into centre of the 
invaginated tissue; S, and S.. Spaces within the core of the invaginated tissue. 


Discussion. 

This dental abnormality was originally described in 1856 by Tomes*. After 
that time individual occurrences were described and various attempts made to 
determine the aetiology. Thorna‘* says “dens in dente are rare” and at the time 
of publication of his book he had collected references to some twenty-two reports 
in the literature. A few others have ben reported since, particularly within the 
last few years. Archer and Silverman’ reported the occurrence of a double 
dens in dente in bilateral rudimentary supernumerary central incisors. In both 


3. Tomes, J.—Cited by Kitchin, P. C. J.Dent.Res., 15:117, 1935-6. 

4. Thoma, K. H.—Oral Pathology, ed. 2, The C. V. Mosby Co., St. Louis, 1944, p. 200. 

5. Archer, W. H. and Silverman, L. M.—Oral Surg. Oral Med. Oral Path., 3:722, 
1950. 
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cases the dentes were small, rounded nodules in the crowns of the supernumerary 
teeth with incomplete roots. Whilst the report is well illustrated, it is not a 
good example of the dens in dente. Swanson and McCarthy® also reported 
the occurrence of a bilateral dens in dente and single dens in dente have been 
reported by numerous authors?-'2, 


In 1934, Kronfeld'* described a specimen and, after reviewing the published 
reports, suggested that dens in dente is the result of invagination of one portion 
of a tooth into the other. It is not a twin formation but a malformation of only 
one tooth germ. After the publication of this article, agreement on the 
aetiology was fairly general and it was summed up by Kitchin" thus: “On the 
basis of the studies and findings of Tomes, Moral, Cohen, Kronfeld, Hoepfel, the 
author and others, a dens in dente may be generally described as the consequence 
of an abnormality of that stage of tooth development known as morphogenesis, 
including the shape of the root area. 


Fig. 4.—The external appearance of the lateral incisor. 


More specifically it might be defined as the development of a single tooth 
resulting from abnormal invagination and subsequent degree of enclosure of 
tooth tissue normally confined to an outside surface.” 


On another occasion’® he stated: “The name dens in dente, while convenient, . 


. Swanson, W. F. and McCarthy, F. M.—J.Dent.Res., 26:167, 1947. 

. Macdonald, H. M.—Dent.Dig., 24:87, 1918. 

. Kirk, E. C.—Dent.Cosmos, 66:539, 1918. 
Egan, J. O.—Apollonian, 1:50, 1926. Cited by Index of Dental Literature, 
Amer.Dent. Ass., Chicago. 

. Adler, P.—Dent.Items Int., 61:418, 1939. 

. Searcy, W. M.—Dent. Radiog. & Photog., 21, 1948. 

. Rabinowitch, B. Z.—Oral Surg. Oral Med. Oral Path., 2:1480, 1949. 

. Kronfeld, R.—J.Dent.Res., 14:49, 1934. 

. Kitchin, P. C.—Oral Surg. Oral Med. Oral Path., 2:1181, 1949. 

. Kitchin, P. C.—J.Dent.Res., 15:117, 1935-6. 
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is not accurately descriptive. All of several types that have been adequately 
described and illustrated have proved by the sections of tissues to be invagina- 
tions of various areas of the tooth.” 


Gottlieb'® in 1948 again stressed the possibility of fusion of two tooth 
germs but this was again refuted by Kitchin’? in 1950. 


Of the more recent reviews, reference must be made to that of Bohn"*, 
Gustafson and Sundberg’® and Pappo”®’. Bohn stated that the literature reported 
only four cases which had occurred outside the upper anterior teeth. They 
apparently never occur in deciduous teeth; most frequently they are found in 
the upper lateral incisor. They are more frequently present in the super- 
numerary teeth than in normal teeth. He subscribes to the theory of an invag- 
ination process and suggests that both the outer and inner enamel epithelium 
might be drawn down into this process. Gustafson and Sundberg review the 
matter extensively in addition to reporting upon seven new cases. They remark 
upon the fact that there is always a communication between the cavity of the 
invagination and the pulp chamber. They feel that the theory of invagination 
does not provide any explanation for the origin of this communication nor why 
an active ingrowth should at times be devoid of enamel (as occurs in a number 
of their cases). He agrees that the theory of a passive retardation of the 
invagination is the cquse of these conditions but adds as a complement to the 
theory that absence of ameloblasts may be the primary cause of this 
malformation. 


The case presented here shows far more complete formation than most of 
| those previously reported. It has been investigated both radiographically and 
histologically. Macroscopic inspection indicates the presence of a tooth within 
the lateral incisor. Histological examination, however, reveals a very even 
distribution of enamel and dentine occurring in an invagination, the tissues 
lying in the inverse position to that normally occupied. It also indicates a com- 
munication between the invagination and the pulp chamber (which in this non- 
carious tooth caused the death of the pulp and the ultimate development of an 
infected cystic area). All these features help to confirm the theory of 
invagination put forward by other writers. 
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. Gottlieb, B.—J.Dent.Res., 27:729, 1948. 
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COSTEN’S SYNDROME 
E. A. ADLER.* 


In 1934 Dr. J. B. Costen' published an article describing a symptom com- 
plex, which later became known as Costen’s syndrome. The aetiology of the 
syndrome was stated as being simple mandibular overclosure alone, or together 
with irregular movement of the condyles in the glenoid fossae. This paper 
consists of a review of the anatomical factors on which the syndrome is based 
and discusses the advisability and method of treatment. 

Before listing the symptoms which constitute the syndrome, it is interest- 
ing to consider the difficulties which Costen* admits he encountered during his 
investigations. 

1. Cases showed only some symptoms. Costen did not elucidate further 
on this point and there is a possibility that cases were incorrectly diagnosed 
due to incomplete evidence. 

2. Certain sinus, opthalmic, and constitutional defects gave exactly the 

_ same symptoms as the joint defects. Walsh* accepts this and even goes to the 
extent of deploring the fact that in New Zealand some patients with obvious 
ear, nose and throat defects—sufficient to produce characteristic symptoms— 
are being treated for those defects instead of being referred to a dental 
hospital as possible cases of Costen’s syndrome. 

3. Neurotic or patients with a low grade of intelligence described 
misleading reactions. 

4. Finally, in the treatment, simple opening, trial dentures, and radio- 
graphs gave different findings. 

Bearing in mind that the essence of all scientific work is adequate control, 
it is questionable whether there is justification in accepting Costen’s conclu- 
sions, based as they are on such variables. The symptoms of the syndrome as : 
suggested by Costen are as follows:— di 

(a) Intermittent or continuously impaired hearing. ; 

(b) Stopping or stuffing sensation in ears (especially at meal times). ‘ 

(c) Tinnitus of the subjective variety. i 

(d) Dull or drawing pain within ears. 

(e) Headache about the vertex and occiput and behind the ears. 

(f) Burning sensation in the throat, tongue and side of the nose. 

(g) Dryness of the mouth with almost complete absence of saliva. 

(h) Snapeies noise when chewing. 


Before discussing the symptoms I wish to refer back to one of the first 
sentences in this paper regarding the aetiology. “The syndrome was due to 
simple mandibular overclosure alone, or together with irregular movement of 
the condyles in the glenoid fossae.” It is important to have a clear idea of 


*Since graduated B.D.Sc. (University of Western Australia). 
1. Costen, J. B—Annals of et Aaa and Laryngology, XLIII:1, 1934. 


2. Costen, J. B—J.A.D.A., 24:1507 
8. Walsh, J. B.—N.Z.D.J., "44: 240, 1948. 
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what is meant by overclosure and irregular movement. First, what is the 
normal in either case? Thompson‘ identifies two positions of normal closure: 
the resting vertical dimension, which is considered to be constant from the 
age of three months onwards; and the occlusal vertical dimension, which is 
not constant and is usually 3-4 mms. less than the resting vertical dimension. 

As a basis for definition the mandible is overclosed when it has to move 
open through more than 4 mms. to return to the physiological resting vertical 
dimension. 

Harvey bases his definition on the degree of overbite of the central 
incisors, but makes no provision for the edentulous case. 


Normal movement is somewhat harder to define. However, in this case 
histology provides a basis for reference. 


Fig. 1—Longitudinal section through the condyle of the mandible and associated 
tissues. From an article by H. Sicher in the Journal of the American Dental 
Association. 


If a sagittal section through the temporo-mandibular joint is studied it 
will be seen that only the crest and the posterior slope of the articular 
eminence are covered by fibro-cartilage whereas the remainder of the glenoid 
: fossa is lined by simple periosteum (Fig. 1). It is well recognized that when 
one set of muscles contract, the antagonists, although slightly inhibited at 
the synapse, also contract to maintain a balance. That is, when the masseter, 
medial pterygoid, and temporal muscles contract to close or overclose the 
mandible, the lateral pterygoid also contracts. The nett effect is that the con- 
dylar head is kept hard against the posterior slope of the eminentia, but 
separated from it by the meniscus. Normal movement takes place when the 
condylar head moves evenly against the opposing fibro-cartilage, and irregular 
movement takes place when it moves outside the range of the cartilage or 
unevenly within the range. 


4. Thompson. J. R.—J.A.D.A., 33:151, 1946. : 
5. Harvey, W.—B.D.J., LXXXV:219-225, 249-255, 1948. 
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It is important to have basic definitions, for throughout a lot of the litera- 
ture on Costen’s syndrome there has been either a tendency to accept blindly 
the authority of a previous author or else to base far-reaching conclusions on 
observations made during a routine dissection of a cadaver; yet there are 
many problems that present themselves in the living body which are not dis- 
cernible in the cadaver. With these fundamentals in mind I have divided the 
list of symptoms into four groups—ear, sinus, tongue, and joint—and will dis- 
cuss the anatomy of the regions in which the symptoms are manifest, keeping 
in mind overclosure and malposition. 


Ear symptoms: The interruption to hearing is explained by Costen as 
follows: “Overclosure (this is in the cadaver) led to all soft tissues next to 
the eustachian tube, including the tensor palatini, becoming wrinkled, and 
the tube was closed firmly.” Sicher, in the process of clarifying the above 
statement, points out that the medial pterygoid, in the region that is likely 
to have an influence on the eustachian tube, is indeed tendinuous. This means 
that, however much the mandible is overclosed, there will not be any change 
in the diameter of the muscle, in the portion that has a relation to the tensor 
palatini. Further, there will be a tendency for the tensor palatini to contract 
at the same time, to elevate the soft palate to allow for the accommodation of 
the tongue. Ventilation of the eustachian tube is automatic with contraction 
of the tensor palatini so, contrary to blocking the tube, overclosure would 
appear to open it. 


Costen acknowledges the fact that the palate will rise during overclosure 
but maintains that it is displaced by the tongue, so much as to block the 
pharyngeal opening of the eustachian tube. 


In Fig. 2 can be seen the relationship of the orifice to the palate. 
Remember first that the tube is entering at an oblique angle so the orifice is 
large and secondly that the posterior tubal elevation, which further down 
becomes the salpingo-pharyngeal fold, is designed especially to maintain the 
patency of the tube. It would require an exceptionally mobile soft palate to 
assume a position against the lateral wall of the nasopharynx that would 
effectively block the tube. 


In addition to this line of argument, I would like to refer to a particular 
portion of Harvey’s® work on otitic-baratrauma. Briefiy, Harvey investigated 
the relationship between malocclusion and/or overclosure to deafness in 
pilots. 


As an extreme control, he removed the dentures of ten edentulous pilots 
and, instructing them to maintain their ridges in apposition (which is an 
extreme of overclosure) subjected them in a decompression chamber to violent 
changes in altitude. Only one was unable to ventilate his tube by swallowing 
and he reported having a cold. It would be extremely difficult to maintain the 
jaws in that position for any length of time but, although Harvey does not 
mention the problem, I am sure that he took the necessary steps to maintain 
the conditions of the control. 


I have stressed the reference to interrupted hearing, for in most case 
histories it is the dramatic improvement in hearing on restoring the correct 
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occlusal vertical dimension that is given as proof of the existence of Costen’s 
syndrome. Under the circumstances I do not think we should omit to keep in 
mind the possibilities of psychoses or even simple catarrhal deafness, the 
courses of which are quite liable to end relatively spontaneously. 


Fig. Lateral wall of the Left Nasi Cavity. (From Schwalbe) 


sir onus 


Fig. 2.—The lateral wall of the left nasal cavit 


(Cunningham). 
By courtesy of 


odder and Stoughton Ltd. 


The other ear symptoms—stopping sensation, dull pain within ears, and 
tinnitus—are offered without explanation by Costen. 


In relation to tinnitus, Conner® says: “It is a very common symptom found 
_in many conditions”—one of which is the biochemical action of degenerative 
products on the auditory nerve. It is of interest that many of the reported 
: cases of Costen’s syndrome occur in females about the menopause when the 
ovaries are undergoing degenerative changes. 


Jackson and Jackson’ point out the occurrence of psychogenic pathways 
of pain from the tongue to the mandibular joint as a result of tinnitus. 


: Sinus symptoms: This group, which includes headache and pain in the 
vertex and occiput, is so called because the symptoms simulate the pain due 
to an infection of the posterior sinuses, such as the mastoid. Keeping in mind 
the difficulty for the condyle head to occupy a position other than against the 


: . Conner, C. E.—Fundamentals of Otolaryngology, Philadelphia, W. B. Saunders 
Co., 1949, p. 90. 
4 7. Jackson & Jackson.—Diseases of Ear, Nose and Throat, Philadelphia, W. B. 
Saunders Co., 1946. 
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posterior wall of the eminentia, I will quote Costen’s explanation of the pain. 
“Irritation of auriculo-temporal by movement of condyle mesially or backward 
as nerve passes close to mesial side of capsule between condyle and tympanic 
plate, to distribution over the vertex and temporal region.” I use that sentence 
verbatim because it appears time and time again as an authorative explana- 
tion of sinus pain. However, Sicher* was not satisfied and decided to do a 
special dissection from the posterior to gain a proper perspective. He found 
that the nerve in its lateral passage passes inferior to the condylar attachment 
of the capsular ligament (Fig. 3). It is therefore evident that unless the con- 
dyle moved down and back through a considerable distance, certainly beyond 


Eustochian§ tube 
External pterygoid muscle 
Auriculotemporal nerve 


Porotid gland 
Lingual nerve 


infenor olveoior 
Mandibie 


internal pterygoid muscie 


Fig. 3.—Posterior dissection showing the relationship of the auriculo-temporal nerve 
to the condylar attachment. From an article by H. Sicher in the Journal of the 
American Dental Association. 


the normal excursion of the capsular ligaments, it would be unable to cause 
the impingement of the auriculo-temporal nerve which Costen maintains is 
the origin of the referred pain in the vertex and occipital region (Fig. 4). 


One further consideration comes to light here. The auriculo-temporal 
nerve sends a few fibres to supply the capsular ligament. It is reasonable to 
postulate that a rotary motion of the condyle in the fossa—as would occur in 
overclosure—could cause a stretching of the posterior fibres of the ligament 
and the pain could, within the principles of physiology, be referred over the 
distribution of the auriculo-temporal nerve. Significantly the auriculo- 
temporal nerve sends some twigs to the otic ganglion and the ganglion has 
either direct or indirect connections with the tympanic plate, eustachian tube, 
pharynx, tongue and parotid gland. Unfortunately, I feel that this is using 
an anatomy text-book for a purpose for which it is not designed and would 


8. Sicher, H.—J.A.D.A., 36:133, 1948. 
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not be accepted as scientific reasoning. That Costen is also guilty, in part, of 
the incorrect use of the text-book we shall see directly. 


Tongue symptoms: Costen considers that the pressure of the condyle on the 
chorda tympani nerve as it passes medially and forward in the petro-tympanic 
fissure is the anatomical explanation of pain in the tongue. The chorda tym- 
pani eventually joins the lingual nerve. Apart from the fact that the chorda 
tympani is merely a filament in the fossa region, and is protected from the 
joint cavity by fibrous tissue, and in some skulls by bone, it is perhaps 
important to remember that in this region it carries only taste fibres for the 
anterior two-thirds of the ‘tongue. 


External pterygoid 
muscle 


Internal pterygold 
muscle 


Fig. 4.—Dissection of the auriculo-temporal nerve. From an article by H. Sicher in 
the Jeurnal of the American Dental Association. 


Jackson and Jackson’s’ only references to glossodynia (burning sensation 
in the tongue) are in relation to pernicious anaemia and secondarily to 
psychosis. The latter is of possible significance and I will discuss it later. 


Joint symptoms: Clicking in the joint. In the literature there is very little 
about this. Costen maintains that excessive movement of the head of the con- 
dyle over the relatively fixed meniscus causes wear and eventual perforation. 
During the perforation Costen considers that clicking would be evident, 
especially at meal times. 


Schuyler® offers an explanation whereby he considers that premature 
contact in the molar region acts as a fulcrum for a lever, the ends of which 
correspond to the incisor teeth and the condylar head. The action of this 
Class I lever he considers causes the noise. 


Before leaving this point it is important that we draw distinction between 
chronic subluxation, in which clicking will result quite frequently at the 
extreme of opening due to spontaneous dislocation and reduction of the con- 
dyle, and the snapping which occurs at the end of closing which Costen 
includes as a symptom in his syndrome. 


9. Schuyler, C. H.—J.A.D.A., 26:734, 1939. 
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Costen has described a syndrome: by definition this is diagnostic of 
disease, but the question arises, what disease? What are the types of joint 
discrasias that have been identified? 


Markowitz’ has given the clearest picture. I would like to list the 
conditions because his article deals with each in turn. 


1. Traumatic. (a) Fracture 
(b) Dislocation 
(ec) Contusion 
(d) Strain 
(e) Malocclusive. 
Infections. (a) Suppurative 
(b) Non-suppurative. 
Congenital. 
Extra-articular, e.g., referred from impacted tooth. 
Psychogenic. 
6. Arthritis, rheumatoid and osteo. 


In that list, the only diseases with symptoms remotely similar to the syn- 
drome are osteo-arthritis, malocclusive traumatic disease and psychogenic 
disease. A deforming osteo-arthritis of the joint is rare, but it does give rise 
to some pain and snapping in the joint. 


However, from our knowledge of arthroses, it is extremely unlikely that 
an osteo-arthritis is reversible, especially as dramatically as the case histories 
in relation to Costen’s syndrome would suggest. 


That leaves malocclusive and psychogenic disease. Markowitz, in a review 
of 700 patients chosen at random from the Naval Hospital, Philadelphia (which 
includes veterans’ administration and family hospital components; so it is a 
good cross section of healthy, chronic and acutely sick patients), finds that 
malocclusive temporo-mandibular disease occurred in twenty-six individuals 
to a degree which was sufficient to cause pain and clicking. Markowitz sub- 
divides these twenty-six according to the state of dentition and history of 
trauma. In general he found a history of trauma to be regular, but the state 
of the bite was irregular, implying that overclosure is not as important as a 
history of trauma. It is interesting to find that Markowitz considers trauma 
to be present if “bizarre movements are carried out by malocclusive individuals 
in occluding their teeth.” 


The last disease is psychogeniz. This is certainly not the least. Walsh™ 
has most of his cases referred from either psychiatric or neuro-surgical cepart- 
ments, and he considers that a tremendous number of people must have 
undiagnosed Costen’s syndrome. 


The subject now resolves itself on the advisability of treatment. This 
depends to some extent on from where the patients come. If they are referred 
from an ear, nose and throat specialist it is assumed that there are no lesions 
liable to produce the symptoms. Hence the condition is either to be treated 
as correction for malocclusion, or referred to a psychiatrist. 


10. Markowitz, ea A.—Oral Surgery, oo Med. & Oral Path., 2:1309, 1949. 
11. Walsh, J. P.—N.Z.D.J., 45:233, 


| 
| 
| 
| 
259 
: 


The Dental Journal of Australia, May-June, 1951 


If the patient is referred from a psychiatric department, any treatment 
that a dentist may undertake can at best mean that the symptoms will dis- 
appear from one point, only to reappear in some other guise at another point. 
However, this might be considered as successful temporary treatment. 


Whatever the symptoms or aetiology may be, a dentist may be called upon 
to adjust a malocclusion or correct an overclosed vertical dimension. This 
should be undertaken after an examination of the local merits of the case. 
Whether remission of the symptoms of the syndrome will take place or not 
is a question which with our present state of knowledge we are incapable of 
answering. It should be remembered, however, that we are working, not on 
an articulator in the laboratory, but in the mouth, a complex human mechanism. 
Great care and much foresight must be exercised to ensure that the result 
will be an aid in the restoration of uncomplicated function. 


Conclusions : 

1. The anatomical explanations so far offered do not satisfactorily explain 
the symptoms. 

2. Before treatment it is advisable to decide if the lesion is physical 
or psychogenic. 

3. The problem is one where closer co-operation between the medical 
and dental Sa tar is called for. 


4. At our present stage of knowledge we may say that it is doubtful 
whether overclosure alone or together with condylar malposition gives rise 
to the symptoms known as Costen’s syndrome. 
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DENTAL MATERIALS 
Current Notes (No. 6)* 


Discolouration of acrylic restorations: From time to time comments have 
been received on the staining or discolouration of acrylic teeth and inlays, and 
this appears to be attributable to the pigment. Acrylic resin is slowly per- 
meable to water and no doubt other small molecules such as hydrogen sulphide. 
If heavy metal impurities are present, brown or grey discolouration could 
result through the formation of sulphides. 


A serious form of discolouration recently brought to notice concerns the 
self-curing resins, whether used for restorations or for cementing crowns. 
The colour change is towards yellow or orange which, to the dismay of dentist 
and patient, is sometimes quite obvious. The cause of this is not yet certain 
but it is almost sure to be associated with the use of the activator which 
distinguishes self-curing resin from the conventional acrylic resins. 


Apparently there are activators which are resistant to discolouration, for 
Taylor and Frank’ recently concluded: “It seems reasonably safe to state that 
it is possible to make self-curing resins with perfectly satisfactory colour 
stability.” (This article, incidentally, the most fundamental so far available 
on these dental materials, was referred to in Current Notes No. 3. At that 
time, however, only a typescript copy was available but it can now be read in 
the Journal of Dental Research.) 


It would be of considerable help if any practitioners who find it necessary 
to remove discoloured restorations would send any recovered material to the 
Commonwealth Bureau of Dental Standards with comments such as when 
they were inserted and any relevant details about the patient—whether a 
smoker, whether caries susceptible, etc. 


Two further articles on the self-curing resins by Rheuben? and McLean* 
have recently been published and will be of interest to dentists experimenting 
with these materials. 


“Airbrasive” technique: Considerable interest was shown in a film on this 
subject shown at the Dental Congress in Sydney last August. Black‘ has 
recently published an article on the use of the technique. The impact of 
abrasive particles is more destructive to hard, brittle surfaces than to tough 5 
resilient materials so that, although enamel is readily cut by the abrasive j 
stream, soft carious dentine cannot be removed. 


It is interesting to note that diamond instruments are stated to reach 
their highest efficiency also when used against the hardest tissues’. 


*Contribution from the Commonwealth Bureau of Dental Standards. 


Taylor, P. B. and Frank, Sybil L.—J.D.Res., 29:486-92, 1950. 
Rheuben, P. R.—D.J.A., 22:555-66, 1950. 
McLean, J. W.—B.D.J., 89:215-26, 1950. 
Black, R. B.—J.A.D.A., 41:701-10, 1950. 
Hislop, T. and Hislop, R. B.—Oral Topics, 67:268-9, 1950. 
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EDITORIAL DEPARTMENT 


DENTAL TECHNICIANS’ ASSOCIATION OF NEW SOUTH WALES 


In order that the members of the New South Wales Branch of the 
Australian Dental Association might be fully cognisant of some of the actions 
that have been taken by their Executive over the past years in relation to 
dental technicians, it is intended on this occasion to omit the usual type of 
editorial and to substitute a review of recent industrial action concerning the 
use of the term “dental prosthetist” and its implications. 

A careful study of this review and judgment would indicate that your 
Executive has been active in this matter for some considerable time. This 
activity has now culminated in the awarding of the judgment, printed below, 
by Mr. Justice Webb of the Industrial Commission of New South Wales. 


REVIEW. 


From 1941 to 1947 the employees’ union for the purposes of the Dental 
Mechanics State Award was termed “The Dental Mechanics’ Association of 
New South Wales.” Towards the end of 1946 and in 1947 certain changes in 
name, constitution and rules of that Association were made, as outlined in the 
subtended judgment. In particular, the name “Dental Prosthetists’ Association 
of New South Wales” was substituted for its former name. 


This was unbeknown to the Australian Dental Association, New South 
Wales Branch, at the time but, having become aware during 1947 of these 
matters, your Association explored several avenues to correct what it regarded 
as an unjustifiable claim. Eventually, after considerable investigation, 
industrial action was decided upon and in August, 1950, the application 
referred to in the judgment was made by your Association. 


The first hearing took place on 11th September, 1950, as a matter of 
urgency, to take evidence from Dr. W. H. Terrell during his visit to Congress. 
A further hearing, which was to be held on 10th October, was deferred, upon 
application by the Dental Prosthetists’ Association pending a conference with 
your Association to attempt to settle the matter. 

A conference was held and the representatives of your Association made 
it clear to the employees’ Association that your Association objected strongly 
to the use of the name “Dental Prosthetists” by the employees’ Association. 
On the basis that the name would be changed, the employees’ representatives 
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requested the co-operation of your Association in the establishment of status 
for dental mechanics and its co-operation in the setting up of a registering 
authority for dental mechanics. 

As to the latter, the Australian Dental Association, New South Wales 
Branch, then sought legal advice and was informed that under its constitution 
it could not become a party to any scheme of accreditation of dental mechanics. 
That advice was duly communicated to the employees’ Association and it was 
stated that, nevertheless, your Association was anxious to help in any other 
possible way for the improvement of the status of dental mechanics and the 
relationship between them and the dental profession. 

In reply to this letter a letter was received from the Secretary of the 
Dental Prosthetists’ Association baldly stating that it was the decision of a 
general meeting of the Dental Prosthetists’ Association that they would 
defend the application then before the Industrial Commission. 

Further hearings of the application took place on 13th, 14th and 15th 
March, when evidence was taken from Professor Arnott, Dr. C. Graham and 
Mr. C. C. Croker. On 22nd March, Mr. Justice Webb delivered the 12-page 
judgment printed below. 


THE INDUSTRIAL COMMISSION OF NEW SOUTH WALES. 
CoRAM: WEBB J. 
DENTAL PROSTHETISTS ASSOCIATION OF NEW SOUTH WALES. 


Application by Australian Dental Association (New South Wales Branch) 
for cancellation of registration as industrial union of employees 
(No. 269 of 1950). 


Thursday, 22nd March, 1951. 
JUDGMENT. 


HIS HONOUR: This application by the Australian Dental Association, 
New South Wales Branch, industrial union of employers, for the cancellation 
of the registration of the Dental Prosthetists Association of New South Wales 
as an industrial union of employees, is based upon the following grounds set 
out in the Notice of Motion:— 

(1)—THAT the registration of the Dental Prosthetists Association of New 

South Wales as an Industrial Union of Employees under that style ascribes to 

the members of that Association a professional qualification, status and function 

not possessed by them or any of them. 
(2)—THAT the registration of the Dental Prosthetists Association of New South 

Wales as an Industrial Union of Employees under that style is misleading and 

confusing to persons having dealings with prosthetists and being entitled to be 

guided by the use of the name of prosthetist. 

(3)—THAT the registrz,tion of the Dental Prosthetists Association of New South 

Wales as an Industrial Union of Employees under that style is embarrassing to 

prosthetists truly so called. 

(4)—THAT the registration of the Dental Prosthetists Association of New South 

Wales as an Industrial Union of Employees under that style is mischievous and 

contrary to public interest. 

The respondent Association was originally registered under the style of 


the Dental Mechanics Association of New South Wales as a trade union under 
the Trade Union Act, and subsequently on 7th November, 1941, as an industrial 
union of employees under the Industrial Arbitration Act. By its Constitution 
Rule, it was to consist of “all persons of good character who are admitted as 
members of the Association and who are employed or competent to be employed 
as dental mechanics.” 
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On 6th November, 1946, the change of name of the Dental Mechanics 
Association to the Dental Prosthetists Association of New South Wales was 
registered under the Trade Union Act. On the same day, the approval of the 
Registrar having been previousiy obtained on 19th September, 1946, a complete 
amendment of the rules including an amendment of the Constitution and 
Objects Rules of the Association under the Trade Union Act was registered. 
The change of name was subsequently recorded on the 13th February, 1947, in 
the register of industrial unions (Industrial Arbitration Act, Section 8 (6)). 
The constitution of the organisation as registered on 6th November, 1946, 
was in these words :— 


2. Constitution. 


The Association shall consist of all persons of good character who are admitted 
as members of the Association and who not being persons registered as dentists 
under the Dentists Act, 1934, are employed as dental prosthetists or as dental 
apprentices. 


Amongst the objects added to the Objects Rules were— 


(e) to secure the establishment of Boards to regulate the registration of 
dental prosthetists. 


(f) to conduct regular correspondence with kindred Associations in all parts 
of the world relative to dental prosthesis. 


In considering the application to record the change of name of the 
Association in the register of Industrial unions from one of dental mechanics 
to an association of{ dental prosthetists, the Registrar did not, as he might 
have done pursuant to Section 8 (6), require the Association to follow the 
procedure prescribed in respect of applications for the registration of 
industrial unions which would have involved the giving of a general notice by 
public advertisement of the application. Nor when considering the application 
to amend its constitution rule, did the Registrar require any notice of the pro- 
posed alteration to be published or served (see In re United Labourers Pro- 
tective Society 1933 A.R. 199). It is to be presumed, therefore, that, in 
approving the alterations of its constitution, and in recording the change of 
name, the Registrar concluded that the Association did not intend to alter its 
scope and that he formed the opinion that the term dental prosthetist covered 
the same industry or calling as that of dental mechanics. 

In any event no opportunity was afforded to any interested party to lodge 
an objection to the registration of the industrial union as one of dental 
prosthetists, or to make any submissions as to the propriety or otherwise of the 
adoption by a union of dental mechanics, as properly applicable to them, of the » 
description of dental prosthetists. 

The applicant Dental Association now contends that the terms are in no 
way synonymous; that a dental prosthetist is, in this State, a registered dentist 
practising or specialising in that department of his profession which is known 
as prosthetic dentistry while a dental mechanic is one who is concerned with 
the mechanical construction or renewal or repair of artificial dentures upon the 
order of a registered dentist. In support of its contentions, oral evidence was 
called by the applicant Association, and a number of dictionaries and textbooks 
were tendered to the Commission and referred to by Mr. McKeon of Counsel 
for the applicant. 

The word “prosthetist” according to the Supplement to the Oxford English 
Dictionary means “One who practises prosthesis of limbs, teeth, &c.” As an 
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illustration of the use of the word in 1911, it quotes from G. H. Wilson Man. 
Dental Prosthetic 455: “It is necessary that the patient shall be under the 
inspection and study of the prosthetist so as to restore the contour and harmonize 
the associated parts.” The word “prosthetist” derives from “prosthesis” which 
the same Dictionary defines in surgery as “That part of surgery which consists 
in supplying deficiencies, as by artificial limbs or teeth, or by other means” 
and cites “1902 Encycl. Brit. XX VII 417/2 Dental Prosthesis.” “Prosthetic” is 
its adjectival form and means “Pertaining to, or of the nature of prosthesis” 
and the Dictionary as an illustration gives: “1902 Brit. Med. Jrnl, 19 July, 180/1, 
The history of operative and prosthetic dentistry.” 


Other relevant dictionary meanings put in evidence were “prosthetist” a 
specialist in prosthesis; ‘“prosthodontist’” a specialist in prosthetic den- 
tistry, Dunning & Davenport Dictionary of Dental Science and Art 1936; 
“prosthetist” (1) one who makes artificial limbs, (2) in dentistry one 
who specialises in the construction of artificial dentures, Stedman’s 
Medical Dictionary, 15th Revised Edition. In Webster’s New International 
Dictionary of the English Language, Second Edition 1944 “prosthetics” is defined 
as the branch of surgery or dentistry that treats of prosthesis and gives 
“prosthetist” as the noun derived therefrom; this work also defines prosthodontia 
alternatively as prosthetic dentistry and dental prosthesis, with prosthodontist 
as the noun. 


Passages from authoritative text books tendered by Mr. McKeon included :— 
Anthony’s American Textbook of Prosthetic Dentistry, Seventh Edition, 
in which in an article at page 13 Dr. Turner, D.D.S., M.D., ScD. says:— 
“Dental prosthesis is that division of the art and science of dentistry which is 
concerned with the replacement of missing human teeth by artificial substitutes.” 


The Principles and Technics of Full Denture Construction by Dr. Frahm, 
A.B., D.D.S., where at page xiv of the foreword the author says:— 

“The word ‘prosthesis’ is compounded from the Greek ‘Pros,’ to, and ‘tithemi,’ 
place. In surgery it is used to denote the replacement of any lost or missing 
part of the body by an artificial substitute. The term ‘prosthetic dentistry,’ or 
‘prosthodontia,’ may therefore be defined as an account of methods for the 
pn sor naar of any lost or missing parts of the dental organism by artificial 
substitutes. Oral prosthesis is a more comprehensive term, and includes other 


parts besides the teeth and gums; e.g., the artificial vela and obturators used in 
the mechanical treatment of cleft palate.” 


Complete Denture Prosthesis by R. O. Schlosser, D.D.S., F.A.C.D., Second 
Edition, in which at page 1 “prosthetic dentistry” is defined as “that branch of 
dental science which treats of the various methods of providing suitable ,substi- 
tutes for the Jost organs of the myuth in whole or in part, the artistic and 
mechanical processes involved in such restoration, together with a description 
of the physical properties and peculiarities of the various materials employed” 
and “Complete denture prosthesis” as “that branch of prosthetic dentistry which 
has to do with those restorations and procedures employed when dealing with 
patients who have lost all natural teeth or are soon to lose them.” At page 2 
the learned author states :— 

“It is the province of the prosthetist to correct, as far as possible, the 


ravages occasioned by disease and time, and restore to the patient his normal 
appearance. 


“To do this the prosthetist should be a master of his art; one who can, at 
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will, imitate Nature in her ideal as well as less typical forms and moods. From 
the nature of his vocation he should be an anatomist, a sculptor, an artist, an 
engineer and an artisan, and be thorough and proficient in each field mentioned. 
in this way only can he fulfil in the highest degree, the requirements imposed 

upon him by his profession.” 

A lengthy quotation was also made by Counsel from an article by Clyde 
H. Schuyler, D.D.S., appearing at page 66 of the Journal of the American 
Dental Association, Volume 41, Number 1, July, 1950, from which I record the 


following passage :— 


“The work of the dental prosthetist requires a knowledge of histology, 
anatomy, physiology and other basic sciences. The artificial denture must func- 
tion as part of a living organism. The denture made with a disregard of these 
factors, or one used after tissue changes contraindicate its continued use, may 
not only fail in restoring function and esthetics, but may cause oral irritation, 
rapid resorption or destruction of supporting tissues and malignant 
degeneration.” 


As illustrating the difference between the dental mechanic and the dentist 
in relation to the patient, Mr. McKecn quoted from the Dental Laboratory 
Review, Volume 23, Number 1, January, 1948, in an article by Counc. McNair 
at page 30, in which he says:— 


“After taking an accurate impression the dentist should take full respon- 
sibility for the fit or misfit of the appliance. His thoroughness should be backed 
up by a frank willingness to pay for his own mistakes. The greater responsibility 
rests with the dentist as far as the fit of an appliance is concerned. 


“Our procedures in the laboratory are mechanical and exact for we, unlike 
the dentist, do not work with variables (such as movable tissue and gagging 
patients).” 

I turn aside from the question of the meaning assigned by the authorities 
quoted to the words “prosthetists,” “dental prosthetists” and “prosthodontist,” 
and the scope of their work to set down the statutory provision made by the 
Legislature with respect to the practice of dentistry in New South Wales. 


The practice of dentistry in this State is regulated by and under the 
Dentists Act 1934-1936 and for the purpose of the Act the practice of dentistry 
includes under Section 3 (2) :— 


{c) the mechanical construction or the renewal or repair of artificial dentures or 
restorative dental appliances; and 


(b) the performance of any operation on, or the giving of any treatment, advice 
or attendance to any person, as preparatory to, or for the purpose of or for 
or in connection with the fitting, insertion, fixing, constructing, repairing or 
renewing of artificial dentures or restorative dental appliances. 


By section 12 (1) no person, other than a dentist registered under this Act, 
shall practise in dentistry, or do or perform any act, matter or thing, the doing 
or performance of which forms part of the practice of dentistry; but by subsec- 
tion (3) thereof nothing in the section shall operate to prevent (d) the 
mechanical construction or the renewal or repair of artificial dentures or 
restorative dental appliances by any person upon the order of a registered 
dentist. 


The qualifications to entitle a person to be registered as a dentist are 
set out in section 10. It is not necessary to quote them in detail. It is sufficient 
to say that they are of a high order and, as marking the required standard, 
3 they include the qualification of a graduate in dentistry of any University in 

Australia or of a dental college affiliated with a University in Australia. With 
respect to our own University of Sydney, it may be noticed in passing that one 
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of the courses of instruction to be attended in each year and in which candidates 
for the degree ot Bachelor of Dental Surgery are required to pass an examination 
at the end of each year is that of prosthetic dentistry. 

By section 6 (1) (e) the Registrar under the Act is required to enter in a 
register certain prescribed particulars including (e) particulars of any certifi- 
cate, diploma, membership, degree, license, letters, testimonial, or other title, 
status, document or description which the registered dentist is authorised by the 
Board to use in relation to himself as a dentist or the practice of dentistry by 
him. 

By section 10 (6) “A registered dentist shall not use any certificate 
diploma, membership, degree, license, letters testimonial or other title, status, 
document or description in relation to himself as a dentist or the practice of 
dentistry by him other than those (if any) which the Board has authorised 
in pursuance of paragraph (e) of subsection one of section six of this Act to 
be entered in connection with his name in the register.” 


Referring to the matter of “additional description” that may be authorised 
by the Dental Board to be used by a person in relation to himself as a dentist 
or the practice of dentistry by him, Dr. Arnott, Dean of the Faculty of Dentistry 
within the University of Sydney, said, in the course of his evidence, that the 
policy of the Dental Board was that, if a member of the dental profession applied 
for the use of an additional description, the Board required that the applicant 
give an undertaking to limit his practice to that particular branch of dental 
science. Of his own knowledge, Dr. Arnott said that only one dentist had been 
registered with the additional description of “prosthodontist” a word synonymous 
with “dental prosthetist” and which the particular dentist concerned had preferred 
to “dental prosthetist.” 


In further support of its contention that the term “dental prosthetist” is 
not a proper description of the persons of the class of which the respondent 
union is really constituted, oral evidence was also called by the applicant Associa- 
tion. Dr. Arnott described prosthetic dentistry as the science which deals with 
the restoration of lost dental structures, including the complete practice of the 
science from the examination of the patient (e.g., clinical and radiographic 
examinations), the taking of impressions, the taking of the bite, the construction 
of the dentures on the mechanical side, and then finally the fitting of the dentures 
in the patient’s oral cavity. There is also involved, he said, in prosthetic 
dentistry, which is the art and science of dental prosthesis, the matters of cleft 
palate, the loss of palate of a patient, the hard and soft structures and, in the 
case of facio-maxillary surgery, the construction of prosthetic appliances to 
aid and assist the plastic surgecn in his construction work. In speaking of con- 
struction, Dr. Arnott said that that included the examination of the parts, the 
taking of the impression and so on—whatever was involved in the procedure. 
A “prosthetist,” Dr. Arnott said, was a registered dentist who supervised or 

_ practised prosthetic dentistry and he limited the description to those who 
specialised in this branch of dentistry. In addition to the one dentist 
registered with the additional description of “prosthodontist”, Dr. Arnott 
estimated there were from twelve to twenty dentists in the State who specialised 
as prosthetists, i.e., who specialised in prosthetic dentistry. A dental mechanic, 
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said Dr. Arnott, was not a prosthetist; he was purely a mechanic who carried 
out under the instruction of a dentist certain laboratory procedures in the 
construction of dentures. 


Dr. Graham, who is Senior Lecturer in the Department of Prosthetic 
Dentistry, and also Director of and formerly Lecturer in the Dental Technicians 
Course, at the United Dental Hospital and who also, apart from lecturing, exercises 
his profession with respect to patients referred from general practitioners for 
special treatment in dental prosthesis, said he termed himself a prosthetist, 
being a specialist in prosthetic dentistry. He restricted his work to prosthetic 
dentistry although he was not registered under the Act as entitled to use the 
additional description. Dr. Graham said that the fundamental difference 
between the Dental Mechanics course at the Hospital and the University course 
was that in the technicians’ course laboratory procedures were only dealt with 
and the patient was never discussed. Students were taught to observe and 
understand directions with regard to models. They knew nothing about mouth 
examination and the course did not touch the basic sciences of biology and 
anatomy to any great extent. It was sufficient for the mechanics to understand 
the terminology. The course had not differed over the years and the work of 
mechanics compared with 1941 was practically identical except for any new 
materials that might have since been introduced. Dr. Graham considered a 
“prosthetist” is any registered dentist who practised prosthetic dentistry, 
whether a specialist{or not. He thus gave a wider scope to the word than did 
Dr. Arnott. 


Mr. Croker, B.D.S., University of Sydney, Superintendent of the United 
Dental Hospital, expressed the view that the dentists practising prosthetic 


dentistry in the prosthetic department at the Dental Hospital were prosthetists 
during their stay in the department. In actual practice they carried out the 
surgery procedures., In Mr. Croker’s opinion the work of prosthetists could 
be divided into surgery procedures and laboratory procedures. The registered 
dentist was capable of carrying out all the surgery procedures and all the 
laboratory procedures. The dental technician, both by training and by law, 
was not capable of carrying out any procedures in the surgery but could carry 
out most of the procedures in the laboratory. There were, however, some labora- 
tory procedures, for example, in immediate denture preparations, which only a 
dentist could perform. Mr. Croker agreed with Dr. Graham’s view that a 
prosthetist was one who practised prosthetic dentistry. To his mind he said 
“prosthetist” fell into three categories: (1) the dentist who practised prosthetic 
dentistry, (2) the dentist who by his increased knowledge and skill is looked 
upon as a specialist prosthetist, and (3) the dentist who is entitled to the 
added description under the Dentists Act. ' 


Evidence was also given by Dr. W. H. Terrell, who for the last twelve years 
has been Professor in Prosthetics of the University of Southern California, and 
who is a certified specialist under the American Board of Prosthodontia estab- 
lished to determine the qualifications of dentists who wish to practise the 
speciality of prosthcdentics. He said that at the present time in America no 
dentist can set himself up as a specialist in prosthodontics or prosthesis unless 
he had passed examinations prescribed by the Board. He also had to submit 
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to the Board a complete history of his contributions to prosthetic dentistry 
during a term of practice of dentistry and, after that had been done, the Board 
examined his past qualifications on dentures as to whether he shall be allowed 
to practice the speciality of prosthodentics. In America the term “prosthetist” 
was not applied to any practitioner in the work of dentistry unless he had been 
qualified by the Board. Formerly any qualified dentist could set himself up 
as a “prosthodontist” and practise the speciality but now any dentist who 
wished to practise as a specialist must be qualified by the Board. A prostho- 
dontist was not only a dentist but must have special qualifications and have 
taken post-graduate courses as well. 


Dr. Terrell’s evidence as to the full scope of the work of a prosthetist is in 
line with the authority of the text books which have already been quoted. The 
work, after preliminary examinations, extended from the taking of the impres- 
sion and proceeded through the various steps of construction to completion. The 
dentist did all this work himself and he might delegate the purely mechanical 
part of it to technicians. The dental technicians’ work was confined to laboratory 
work only under the instruction of a prosthetist. It was wrong, according to 
practice, in America to apply the word “prosthetist” to one who was only a 
technician. 


No oral evidence was presented on behalf of the respondent Association, 
but Mr. Hogan of Counsel on its behalf tendered a number of publications. 
The first three exhibits were monthly parts of the Dental Magazine and Oral 
Topics—an English publication. The material relied upon in these journals 
was a number of advertisements from dental mechanics and dental laboratories 
containing statements such as “Good Prosthetic Work of Every Description,” 
“Every Description of Prosthesis,” “Specialists in all branches of Prosthesis,” 3 
and one in which a laboratory described itself as “dental prosthetists to the 
profession.” Dr. Arnott regarded the last description as quite incorrect, and 
the other advertisements as most misleading. He drew a distinction between 
“prosthetist service’ and “prosthetic service.” |The former was a service 
rendered by a prosthetist. A mechanic could render a “prosthetic service” but 
not every branch of prosthetic service. 


As to the advertisements which were shown him, he said that he would 
have no objections to laboratories holding out the services in the words used ; 
but would if it was an advertisement of an individual mechanic. It would be : 4 
in order if the advertisement was read by a dentist looking for someone to do his . 
mechanical work. Other advertisements put in evidence are contained in : 
Exhibit 7 in the Dental Journal of Australia, Volume 18, Number 6. , 


In my view the advertisements clearly give no justification at all for the ‘ 


use of the word “prosthetist’”’ by a dental mechanic and read as a whole and in 
their setting it is clear that the journals are no more than advertising the work 
of dental mechanics. Mere advertising puff can, of course, give no meaning 
to words that they otherwise do not possess. 


Another journal tendered in evidence on behalf of the respondent Associa- 
tion was the Dental Laboratory Review, Volume 24, Number 9, an American 
Publication described as “A Monthly Journal for Operators of Dental Prosthetic 
Laboratories.” Attention was drawn to several parts of sentences by markings 
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in an article headed “Collaboration Lacking in Italian Dental Groups” by 
Dr. Guzman Di Domenico, Rome, Italy. Particular attention was drawn to the 
use of the term “prosthetic” as applying to a denture but Dr. Terrell said, 
in his evidence, that he had never heard the term so applied in America. The 
following paragraphs (paragraphs 2 and 3) at page 19 in which the marked 
passages appear, might I think be set out in full. They are informative as 
illustrating in a publication from such a source the difference between the 
dentist’s and the technician’s work:— 

2. Checking of a patient’s mouth and teeth, in order to decide upon indication or 
counter-indication for the various types of dental prosthetics to be applied, as 
well as the preparation of the mouth, the taking of impressions, and the fixing 


of the payee in the patient’s mouth, are exclusively reserved to the province 
of the M.D.-dentist, or to the authorized dentist. 


8. Dental technicians are authorized only to construct dental prosthetics on 
models from impressions furnished to them by an M.D.-dentist, or authorized 
dentist, together with the necessary instructions on how to proceed. It is pro- 
hibited to dental technicians to perform any operation, surgical or non-surgical, 
in a patient’s mouth, even in the presence of an M.D.-dentist, or an authorized 
dentist. 


The article was tendered also with respect to the passage underlined in the 
following quotation from page 22 of the article. I have included the whole of 
the setting in which the underlined passage appears, again as being informative. 
Dr. Domenico writes: 

“TI have always taken special care that the dental technicians I have trained 
in my classes should not be taught the links that exist between the craft of 
dental technic and clinical preparation. Unfortunately, the textbooks available 
to the students of dental technic are a continuous invitation to practice in a for- 
bidden branch. In fact, these books contain clinical notations and reference 
regarding work which should be done only by the M.D.-dentist. It would be 


advisable if in the future authors, who are experts in dental technic, would make 


a difference between textbooks for M.D.-dentists and books adapted to the 
education of a craftsman. 


. “It is my opinion that until the limits regarding the collaboration of the 
dental technician and M.D.-dentist are clearly drawn, you cannot speak either of 
a specialist in dental prosthetics or a specialist in dental technic. 

For the time being, in Italy, an efficient dental technician, eager to become 
perfect in his craft, will encounter serious obstacles, until his natural leader, the 
M.D.-dentist, finds himself in a position to dominate in the clinical field.” 


Whatever may be the position in Italy, at least in this State there is no 


difficulty in determining between the specialist in prosthetic dentistry and the 
dental mechanic. 


The other exhibits tendered by the respondent Association, I do not touch 
on. They carry the respondent’s case no further. 


The evidence for the applicant both oral and documentary is overwhelming 
in the weight of its authority that the claim of dental mechanics to be termed 
dental prosthetists has not a tittle of justification in law or fact, and so I hold. 


Mr. Hogan submitted, however, that there was nothing intrinsically wrong 
in itself in the use of the term “prosthetist” in relation to dental mechanics. 
He contended that those with knowledge of the field in which they worked 
would not have the slightest doubt of what classes the respondent Asssociation 
consisted. The only evil would be that somebody might be misled and, in fact, 
Counsel submitted, there was no evidence that anybody had been misled. Some 
fear was expressed on behalf of the applicant Association that advantage might 
be taken of their description as prosthetists by dental mechanics to carry out 
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work which by law is the province of the registered dentist. There is no doubt 
that the use of the word by unqualified men would leave the way open to mal- 
practices and public mischief and could cause untold harm to those properly 
entitled to call themselves prosthetists. I do not propose, however, to go into, 
and indeed I find it unnecessary to deal with, that part of the applicant’s case. 

As dental mechanics are not entitled to apply to themselves the description 
“dental prosthetists,” it follows that the name of the respondent Association is 
not a correct one to describe the character of the Association. 


“Under ordinary circumstances a Union of employees is free to adopt any 
name,” said Beeby J., as he then was, in a judgment upon an appeal from a 
decision of the Federal Industrial Registrar granting the application of the 
Australian Federated Union of Locomotive Enginemen for the change of its 
name to the Australian Brotherhood of Locomotive Engineers (25 C.A.R. 126) 
“but”, as his Honour proceeded to say, “when its registration is obtained by 
virtue of and for the purposes of the Commonwealth Arbitration Act the name 
chosen becomes a matter of public importance and in order to prevent confusion 
in the grouping of industries must be subject to supervision. In that case his 
Honour pointed out that in Australia the term “engineer” had been applied to 
either skilled mechanics engaged in the construction of machinery or to persons 
of professional or semi-professional status engaged in designing and supervising 
the construction of machinery, etc., while those who drove and attended engines 
after construction had always been classified as engine drivers or enginemen. 
His Honour in allowing the appeal came to the conclusion that the locomotive 
enginemen were not justified in adopting the same title for their occupation as 
skilled mechanics or professional men, and their registration under the title of 
locomotive engineers might be a source of confusion (See also O’Mara J. in 52 
C.A.R. at page 30). 


In the present case there was no appeal against the change of name and 
the reason for the delay in bringing the present matter under the notice of the 
Commission has been adequately explained. In this case, as in the one before 
Beeby J., it is apparent that there was no justification for employees in the 
trade or calling of dental mechanics adopting the title of dental prosthetists, 
which alone may belong properly to registered dentists. 


There can, of course, be no objection to a Union taking as its name one 
which accurately describes the work or profession of its members. And in this 
connection not only is the name of the respondent Association important in the 
present case, but its Constitution Rule (2) also. That rule has already been 
quoted. According to it, the Association consists of dental prosthetists, not 
being persons registered as dentists under the Dentists Act; and dental appren- 
tices. Leaving aside for the moment the matter of dental apprentices, it is 
clear from the language used, in the light of what the Commission has found to 
be the proper use of the word “prosthetist,” that prima facie the persons entitled 
to become members of the respondent Association are not persons who carry out 
the laboratory processes only in the construction or manufacture of dentures or 
other prosthetic appliances, but persons skilled in the full range of dental 
prosthetics. The constitution rule does not in words purport to cover dental 
mechanics. As the rule excludes any prosthetists, if they are registered as 
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dentists under the Act, and, as registration is a condition precedent to entitle a 
person so qualified to carry out the practice of the profession in this State, 
it is difficult to say whether the constitution strictly covers anybody at all, even 
dental apprentices. For the evidence of Dr. Arnott is that, prior to the 1934 
Act, dental apprentices were students registered as apprentices to dentists. 
They served a certain time with the dentists and they then could sit for examina- 
tions set by the Dental Board. The 1934 Act abolished that system. 

For the purposes of the Industrial Arbitration Act, it is essential that 
the craft or calling of persons of which an industrial: union is constituted 
should be correctly described and readily ascertainable. As an illustration of 
this need, in the commencement of proceedings for an award before a Com- 
mittee, applications in the case of an industrial union are limited to those 
whose members are employees in the industry or calling for which the Com- 
mittee has been established. If the terms in this case are strictly interpreted, 
an industrial union of dental prosthetists or dental apprentices could have no 
right to apply for an award to a Committee established for the industry or 
calling of dental mechanics. 


No evidence was called by the respondent Association setting out the reasons 
which led it to change the form of its constitution and its name, and 
Mr. McKeon claimed that its actions were open to a charge of want of 
bona fides when consideration was given, amongst other things, to the presenta- 
tion of its case before the Dental Mechanics (State) Conciliation Committee 
in proceedings last year for a new award. The proceedings before Mr. Com- 
missioner Barker were placed before the Commission and Ex. B in the present 
matter was an Exhibit marked E tendered on behalf of the Association in 
those proceedings in the course of the evidence of Mr. J. P. Kennedy, who 
described himself as a dental prosthetist at the Dental Hospital, Sydney, and 
who stated that he learned his trade while he was in the Army. Mr. Kennedy 
in fact is a dental mechanic. Committee Exhibit E is as follows:— 


“Such an examination might well be termed a survey since the making of 
dentures is so largely an engineering problem, aside from the esthetics and art 
principles involved. The essential features to be noted form a striking parallel 
to those in surveying, viz.: the surface area, its boundaries, the nature of the 
surface, whether hard, soft, etc.; its topography, comprised in ridges, elevated 
points and depressions. Indeed the engineering point of view, under one name or 
another, and an analysis of the significance of these factors, are absolutely 
essential to the success of the dentures, whether retained by mechanical means 
or by so-called atmospheric pressure. This by no means implies neglect of the 
other elements concerned, such as the anatomy of the parts, their physiological 
function, and the pathological or other deviation of each from the normal. In 
other words, the prosthetist must be diagnostician, engineer, skilled technician 
and artist combined.” 


The passage is the second paragraph of Chapter 11 from American Text- 
book of Prosthetic Dentistry, by L. Pierce Anthony, D.D.S. 


The claim as to wages before the Committee was left to the determination 
of Mr. Commissioner Barker, and in his written decision of 11th August, 1950, 
Exhibit E was set out in full. Immediately following the quotation Mr. Barker 
said :— 
“Except as to the two last sentences contained in the above extract, the 


parties were agreed that the work described would reasonably come within the 
scope of the duties of a dental mechanic.” 
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Chapter 11 from which the extract was taken is headed “Mouth Examina- 
tions Preliminary to Denture Construction” and is by Edwin H. Mauk, D.D.S. 
I now quote the first paragraph of the article which immediately preceded the 
extract placed before the Committee :— 


“As the first step in the construction of artificial dentures, a careful examina- 
tion of the mouth is required in order that the prosthetist may know the condi- 
tions to be encountered, favourable or otherwise, and estimate the success to 
be attained by taking advantage of the favourable conditions and modifying 
the unfavourable ones if possible. An examination is essential also for the 
formulation of an intelligent plan of procedure to determine the design of den- 
tures, and as a basis for consultation with the patient as to the time and expense 
involved and the results to be expected.” 


The book was placed in evidence before me and Dr. Terrell said that it 
was a text book for students in dentistry and was also used by many practising 
dentists as a text book. Chapter 11 was entirely an article for the dentist to 
aid him in making an examination of the mouth prior to construction of dentures 
and was in no way given as a text to follow for the mechanical construction of 
dentures. A technician had never any opportunity to make mouth examinations 
preliminary to denture construction. 


Anthony’s full work was also received in evidence before the Committee. 
When the extract, Exhibit E, is read in its setting, it is incomprehensible how 
the parties before the Committee could have agreed that except as to the last 
two sentences of the exhibit the work described would reasonably come within 
the scope of the duties of a dental mechanic. One can only conjecture that 
tne parties did not read the first paragraph in the article or, if they did read 
it, they did not understand it. 


What weight was given to Exhibit E by Mr. Commissioner Barker, it is 
impossible to say. Properly understood, it should have been disregarded entirely 
as having no relevancy to the work of dental mechanics. 


Mr. Kennedy in the course of whose evidence Exhibit E was tendered said 
that he was still doing studies and that one of the books he studied was this 
American Textbook. This is a matter which Dr. Di Domenico, in the journal 
placed in evidence by the respondent Association itself, touched upon in his 
article quoted earlier. 


Mr. McKeon strongly criticised the action of the respondent Association 
in the use it made of Exhibit E before the Committee and submitted that it 
was used knowingly and wilfully and for no other reason than to persuade the 
Committee that a body of enlightened thought spoke so highly of the work of 
the persons whose wages the Committee was asked to fix. I think the tendering 
of the matter in Exhibit E as illustrating something of the work of dental 
mechanics was most reprehensible. It was calculated'to mislead and apparently 
did mislead the parties at least. 


In this matter, I find the respondent Association has no colour of right 
to describe itself as an Association of dental prosthetists, and that to be allowed 
to continue on the register of industrial unions with its present name and 
constitution would, to put it at its lowest, cause confusion. Other weightier 
reasons appear from what has already been said as to why the respondent Asso- 
ciation ought not to be permitted to retain its present name and constitution. 
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A further reason appears in the evidence of Dr. Arnott, who said that a Post- 
Graduate Committee in Dental Science has been established with a view eventu- 
ally to establishing a post-graduate school in the Faculty of Dentistry within 
the University of Sydney, at which graduates could qualify for diplomas in 
various branches of dental science, e.g., in prosthetic dentistry. A graduate 
so qualifying would necessarily be a dental prosthetist. 


Under section 8(8) of the Industrial Arbitration Act the Commissicn may 
for any reasons which appear to it to be good cancel the registration of any 
industrial union. I am satisfied that the facts of this case fully justify the 
cancellation of the registration of the respondent Union as an industrial union 
and I according grant the application. 


It was stated, however, by Mr. McKeon that the Association for whom he 
appeared did not wish that dental mechanics should be completely deprived of 
any right to registration and he suggested that if an order of cancellation was 
made it might be allowed to lie in the Registry for a reasonable period to enable 
the respondent Association to change its name and upon the Association changing 
its name to one which properly described its membership the order cf cancella- 
tion might be revoked. It seems to me that the Commission might fairly act on 
the suggestion. 


Dr. Arnott in his evidence stated that he could see no _ objection 
to dental mechanics taking the name of dental prosthetic technicians. 
The Associations of the callings in question in Victoria and Tasmania, 
are named Dental Technicians Associations as also they are in the United 
States and in England. In view of the misuse that the respondent Asso- 
ciation has made in the past of the words “prosthetic” and “prosthetist” 
I do not favour the inclusion of the word “prosthetic” in its title. I am prepared 
to allow the present order of cancellation to lie in the office of the Registrar 
for one month, or such longer period as may be reasonably necessary, to enable 
the respondent Association to take the necessary steps to change its name to 
the Dental Technicians Association of New South Wales and to make appro- 
priate amendments to its rules. Any such amendments should first be submitted 
to the Registrar and by him submitted to the Commission for approval. 


The existing award was made by the Dental Mechanics (State) Committee 
on the application of the Dental Prosthetists Association of New South Wales 
and may be open to challenge, having regard to the proper meaning of the word 
“prosthetist,” on the ground that the Committee was not competent to hear the 
claim of the Association. In any case, the award must be varied wherever it 
uses the word prosthetist. The Commission will, therefore, in due course move 
the Registrar to issue a summons calling upon the parties to the award to show 
cause why it should not be rescinded or varied in such manner as to the Com- 
mission may seem proper. Moreover, provided the respondent Association 
changes its name and its rules within the period stated, the Commission will, 
of its own motion, consider the alteration of the assignment of industries and 
callings to as well as the title of the Dental Mechanics (State) Committee, to 
bring the nomenclature into line with the new style of the Association. 


The Commission makes an order for the return of the Exhibits to the 
respective parties upon the usual undertaking. 
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THE UNIVERSITY OF SYDNEY 


It was gratifying to note that the State Government recently increased 
their subsidy to the University of Sydney to such a degree that the University 
became eligible for certain monetary benefits granted by the Federal Govern- 
ment. There can be no doubt in the minds of any members of the profession 
that money invested by the Government in this institution can only bring 
about good. Whether the amounts made available are adequate is not a point 
to be debated here. 


These grants do not allow us to adopt a complacent attitude and permit 
the function and finances of the University to become a matter purely for the 
concern of public service officials. 


The University of Sydney has now been serving this State for almost a 
hundred years. Over the past fifty years it has played a major part in preparing 
students for entrance into the profession of dentistry and since 1934 it has 
been entirely responsible for the training of future dentists within this State. 
Of recent years the control of post-graduate studies in dentistry has also been 
placed in its care, so that the future of the profession is undoubtedly linked 
with the future welfare of the University. 


Some months ago an appeal was started for funds, in order that it might 
continue its good work. The response to this appeal has been remarkably 
disappointing. 


The profession has been fortunate in that a particularly fine dental hospital 
has been in existence for many years, and is now being extended to assist in ‘ 
the teaching within the Faculty of Dentistry. Too often, however, is it believed 
that imposing structures are the answer to requests for greater facilities for 
teaching. Unless the University can supply sufficient funds to enable the Faculty 
to obtain and hold teachers of the highest standards, it will not be able to fulfil 
its duties to the profession adequately. 

Assistance in supplying funds to the University is as much our responsibility 
as any other group or profession. It is to be hoped that all members will take 
the opportunity as soon as possible to make their donations to the University 
appeal. 
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News and Notes 


INSTITUTE OF DENTAL SURGERY 
(UNIVERSITY OF LONDON) 


A full-time course in Orthodontics will commence on Ist October, 1951. 
The duration of the course will be for six months or may be extended to one 
year if desired. The time-table has been arranged so that all lectures, both in 
Orthodontics and allied subjects such as Anatomy, Physiology, Speech 
Therapy, Genetics, Anthropology, etc., will take place in the first and second 
terms. Previous experience, while not essential, is desirable. The fee for the 
course is £50 for six months and £60 for one year. Application forms may be 
obtained from the Dean, Institute of Dental Surgery (University of London), 
Eastman Dental Hospital, Gray’s Inn Road, London, W.C.1, England, and 
should be returned to him on or before 1st September, 1951. 


HIS MAJESTY’S COLONIAL SERVICE — NIGERIA 


Dental Officers, male or female, required. Appointment for permanent 
and pensionable employment will be on 3 years’ probation in the scale £890- 
£1,600 per annum (including pensionable expatriation pay). Normal tour of 
service is 18 months. If preferred, employment may be on contract for 5 tours 
of 10 months each in the scale £1,030-£1,720 per annum with a gratuity on 
completion of contratt earned at the rate of £100-£150 per annum. Temporary 
cost of living allowance is also payable. Private practice is permitted for the 
present. War service and experience will determine initial salary. Quarters 
are provided at low rental. Free passages for officers and wives. Income tax 
at low rates. Generous home leave. Candidates must possess a dental qualifica- 
tion registrable in the United Kingdom. Intending applicants should write to 
Professor Wadham, Liaison Officer for Colonial Service Appointments, 
Melbourne University. 


DEPARTMENT OF HEALTH 


Applications are invited for the position of Senior Dental Officer in the 
Northern Territory. 


Salary: £1390-£1576 per annum. In addition, a District Allowance of £150 
per annum is payable if married and £125 per annum if single. Subject to the 
provisions of the Income Tax Assessment Act a Zone Allowance Deduction of 
£120 per annum may be allowable. 


Duties: Responsible to the Deputy Director of Health in the Northern 
Territory for the conduct of all -dental activities in the Northern Territory, 


including aerial and mobile dental services and to act as consultant when 
necessary. 
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Qualifications: Applicants must be eligible for registration as a dentist in 
Australia and produce evidence of sound professional knowledge and wide 
administrative experience. 


Applications stating age, experience, qualifications, marital status, war 
service and enclosing copies only of references, to be forwarded to the 
Director-General of Health, Canberra, A.C.T. 


Xith INTERNATIONAL DENTAL CONGRESS 
LONDON, JULY, 1952. 


Membership forms for the XIth International Dental Congress are now 
available from all State Branches of the Australian Dental Association. 
Intending members should contact the Secretary of their own State Branch as 
soon as possible, to avoid disappointment. 


THE AUSTRALIAN ORTHODONTIC ASSOCIATION 


The Australian Orthodontic Association is holding its first conference in 
Melbourne on 38rd July, 1951. 


Members of the Australian Dental Association desirous of attending are 
advised to make application to the Secretary of the Association, 5 Collins 
Street, Melbourne. 


WESTERN SUBURBS DENTAL GROUP 


The fourth Annual Ball of the Western Suburbs Dental Group will be held 
at the Petersham Town Hall on Tuesday, 12th June, 1951. Tickets are cone 
guinea each and may be obtained from F. Dennett, 220 Liverpool Road, Ashfield, 

‘with whom reservations may also be made. 


PRACTICE FOR SALE 


Long-standing practice in Macquarie Street for sale. Apply in first instance 
to The Secretary, Australian Dental Association, New South Wales Branch, 
B.M.A. House, 1385 Macquarie Street, Sydney. 


FOR SALE 


4 


Vacant possession available of a dentist’s former surgery and dwelling 
in an excellent position close to town. Suitable for one or more dentists (two 
surgeries). On main road at two tram-stops, close to railway station. 
Ring LA 1826. 


X-ray tube for Ritter X-ray machine. Details can be obtained from the 
office of the Association. 
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Association Activities 


AUSTRALIAN DENTAL ASSOCIATION | 
NEW SOUTH WALES BRANCH 


EXECUTIVE MEETING 


Extract from the Minutes of the Meeting of the Executive Committee held in the 


Council Room, B.M.A. House, 135-137 Macquarie Street, Sydney, on Monday, 9th April, 
1951, at 7.30 p.m. 


Present: Dr. E. R. Magnus, President, in the Chair; Dr. A. G. H. Lawes, Vice- 
President; Dr. F. E. Helmore, Vice-President; Mr. F. R. Reid, Honorary Treasurer; 
Dr. E. H. Bastian, Mr. H. M. Finnie, Mr. W. A. Grainger, Mr. R. Krauss, 
Mr. R. G. Leeder, Mr. R. Y. Norton, Mr. R. Tompson, Mr. R. W. Wilson, 
Mr. A. G. Hunter, Mr. E. J. Gee, Mr. J. G. Fletcher; Mr. M. J, Griffin, Blue Mountains 
Division; Mr. C. Reynolds, Far North Division; Mr. L. Cooper, Southern Tablelands 
Division; Dr. J. Oddy, South Coast Division; Dr. A. G. Rowell, Western Division. 

Apologies: Mr. N. E. Edney, Mr. A. R. Wooller, Mr. S. H. Neal. 

In attendance: Mr. E. F. Hewlett, Secretary. 


Minutes: The Minutes of the Ordinary Meeting held on 12th March, 1951, were © 
signed as a correct record. 


Business Arising from the Minutes: 


Dental Prosthetist matters: The President referred to the Judgment by Mr. 
Justice Webb, copies of which have been circulated to members of the Executive. He 
stated that the Judgment would be of great value to this Association. 


It was resolved that letters of appreciation be sent to Professor Arnott, 
Dr. Graham, Mr. Croker and Dr. Terrell, enclosing .a copy of the Judgment and 
thanking them for the time they had given to the case. 

Forms of Membership: The President stated that the Honorary Officers had con- 
sidered the matter of the revision of forms of membership, as referred to it by the 
Executive Committee, and had resolved that the Committee dealing with the change 
of Articles give consideration to the matter of forms of membership as indicated by 
the Executive. 

4 Projector: The Secretary reported that he had obtained a quote for a suitable 
f projector and it was resolved that the projector be purchased. 


4 Business of the Meeting: 


Shortage of X-Ray films: The President stated that a letter had been written to 
the Federal body concerning the shortage of x-ray films and asking for their atten- 
tion to this matter. 


It was resolved that the action taken be endorsed. 


Reports from Committees: 


Honorary Officers—Dental Board elections: The President stated that considera- 
tion of persons for the Association’s endorsement as candidates for election to the 
Dental Board of New South Wales in June of this year was necessary. It was 
indicated that this matter should be considered at the next general meeting of the - 
Association, when members would have the opportunity to select, if necessary by 
ballot, those members whom the meeting considered should have the support of the 
Association in the above election. 


Following discussion it was resolved that the Executive recommends to the 

general meeting, to be held on 24th April, 1951, that six members shall carry the 
endorsement of the Australian Dental Association, New South Wales Branch, in the 
7 forthcoming election of four dentists to the Dental Board of New South Wales. 

The President reported that the Secretary had written to the four present members 
of the Dental Board asking that they indicate their willingness or otherwise to stand 
for re-election at the next Dental Board election, and that two members had indicated : 
that they were willing to stand for election and that the other two had indicated that i 
they did not wish to resubmit their names. 
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The President then called for nominations of persons to be recommended by the 
Executive to the general meeting for their consideration in the matter and eight 
persons were nominated. 
It was resolved that these eight names be submitted to the next general meeting 
of the Association by this Executive for their consideration in the ballot for the 
endorsed candidates for election to the Dental Board of New South Wales. 
Dental Health Committee: The Chairman of the Dental Health Committee 
reported that the Committee had met and carefully considered the financial position 
of the Dental Health Education Department and its projects for 1951, which included 
the publication of 40,000 copies of “Healthy Mouths”, the School Essay Competition, 
lectures to various bodies, the showing of the Dental Health Exhibit and the possible 
printing of diet sheets and reprinting of Dental Health Education material. 
Syllabus Committee: The Chairman reported that the Syllabus Committee had 
met and discussed the lectures to Fourth Year students in 1951 and the programme 
for general meetings for the latter part of this year. 
Library Committee: The Chairman of the Library Committee reported that the 
Library Committee had reviewed the damage recently done to the Library by accidental 
flooding and that the matter was being attended to satisfactorily. He stated that 
the Library Committee recommended the purchase of the following books: 
Tomes’ Dental Anatomy, ed. Tims & Henry, , 
Cipes, Prescription Writing and Materia Medica for Dentists, ed. 3, 
Black, Operative Dentistry, 1948 (4 vols.), 

and that the Association subscribe to the Journal of Prosthetic Dentistry. 

It was resolved that the recommendations of the Library Committee be adopted. 

Post-Graduate Committee: The Chairman, Mr. Grainger, reported that the Post- 
Graduate Committee had met, and outlined a scheme under consideration for the 
provision of post-graduate courses by the Association. 


Membership: 

New Members: The following dental practitioners were admitted as new members 
of this State Branch as from 9th April, 1951: 

Bennett, Stanley Middleby, B.D.S.; Bice, John Allan,.B.D.S.; Chandler, Christopher 
Roy, B.D.S.; Clark, John Peter, B.D.S; Gain, John Lindsay, B.D.S.; McCrossin, Robert 
Hugh, B.D.S.; Manzie, Andrew Winwood, B.D.S.; McNaughton, Ian Arthur, B.D.S.; 
McTaggart, James Benedict, B.D.S.; Niccol, Thomas Gregory, B.D.S.; Reiser, Wolfgang 
Emil, B.D.S.; Wooller, Alfred John C., B.D.S.; Riddel, Roy Gordon, B.D.S.; Robinson, 
Patricia May, B.D.S. 

Student Associates: The following Fourth Year Students in the Faculty of 
Dentistry, University of Sydney, were accepted as Student Associates of this State 
Branch as from 9th April, 1951: 

Trinder, Henry Stephen; Bell, John Edgar; Price, Russell Charles; Coxon, Alfred 
Peter; Hudson, R. W. (Jnr.); McGregor, Allister Gordon; Bartlett, John Christopher; 
Buchman, Mieczyslaw; Ruprecht, Donald Milne; Murphy, Arthur Lloyd; Eliott, 
Gilbert R. R.; Groves, Neville Leslie; Garrick, Desmond Noel; Taylor, Bruce Walton; 
O’Neill, Patrick Joseph. 


Correspondence: 

A letter from the Secretary of the Dental Assistants’ Association was read request- 
ing lectures to the Dental Assistants’ Association. It was resolved that the Secretary 
contact Miss Endicott and arrange place and time for the lectures and report to the 
Executive. 

A letter from the Secretary of the Far North Division was read requesting that 
the Education Department be approached concerning the marking of children absent 
when they are keeping dental appointments. It was resolved that the Educat,on 
Department be approached,in this matter. 


Financial Statement: 

The Honorary Treasurer, Mr. F. R. Reid, tabled the Financial Statement for the 
month of March, 1951, which had been circulated to members of the Committee. 

It + vo resolved that the Financial Statement for the month of March, 1951, be 
received. 


General Business: 

Electricity zoning: The President reported that a statement on electricity zoning, 
as it affects members, would be made as soon as more information as to the regulations 
and their application was available. 

Closure of meeting: The meeting terminated at 11 p.m. 
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GENERAL MEETING 


Extract from the Minutes of the General Meeting held in the Lecture Hall, B.M.A. 
House, 135-137 Macquarie Street, Sydney, on Tuesday, 24th April, 1951, at 8 p.m. 

Present: Dr. E. R. Magnus, President, in the Chair, and an audience of 160 
members and visitors. 

In opening the proceedings, the President welcomed Mr. C. Horne of New Zealand, 
who presented greetings from the Auckland Branch of the New Zealand Dental 
Association. 

Minutes: The Minutes of the General Meeting held on 20th March, 1951, were 
read and signed as a correct record. 


Reports by Chairman: 


Anzac Day March: The Chairman reported that in the Anzac Day march on the 
following day the Army Dental Corps were marching as a unit for the first time, and 
indicated the time and place of assembly. 

Dental Prosthetists’ Association matters: The Chairman reported the success of 
the action recently taken before the Industrial Commission of New South Wales 
concerning the Dental Prosthetists’ Association, outlining the history of the case and 
— that the Judgment concerning same would be published in full in the 

ournal. 


Dental Board Elections: 

The President indicated that the Dental Board elections were to be held in June, 
1951. He stated that [the Executive recommended to this General Meeting that six 
members carry the endorsement of the Australian Dental Association, New South 
Wales Branch, in the forthcoming election of four dentists to the Dental Board of 
New South Wales. 

It was resolved that this recommendation be adopted. 

The names of eight persons prepared by the Executive were read to the Meeting 
and these eight persons, together with two further persons, were duly nominated. 
A ballot took place which resulted in the following six persons becoming those to 
receive the Association’s endorsement in the forthcoming Dental Board election to be 
held in June, 1951 (in alphabetical order) : 

Dr. J. S. Baird, Mr. N. E. Edney, Mr. R. Hawthorne, Dr. A. G. H Lawes, 
Dr. E. R. Magnus, Mr. J. W. Skinner. 


Lecture: 
The Chairman introduced Professor W. J. Tuckfield, who presented an interesting 
lecture entitled “The Problem of the Mandibular Denture”. 


Following the lecture some discussion took place, and a vote of thanks to 
Professor Tuckfield was moved by Dr. E. Deck and carried by acclamation. 


The meeting terminated at 10 p.m. 
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VINCENT’S A.P.C IS 
PREPARED TO THE 
ORIGINAL HOSPITAL PRESCRIPTION! 


VINCENT’S A.P.C 1s prepared to the original hospital 
prescription first prescribed by the Medical Superintendent 
of one of Australia’s largest public hospitals. Because 

the medicinal value of the constituents of VINCENT’s A.P.C 
Powders and Tablets is recognised and the worth of their 
therapeutic action has been proved for over 30 years we would 
ask you to give consideration to prescribing VINCENT’S A.P.C. 


WHEN TO PRESCRIBE VINCENT'S A.P.C 


1. BEFORE PATIENT appears at the surgery, to reduce the fear 
complex usually associated with dental operations. 


2. AFTER OPERATIONS, to alieviate post-operative pain. 


3. FOR RELIEF OF HEADACHES. either from neuralgic or 
systemic origin 


- VINCENT’s contains Aspirin to relieve the pain, 
Phenacetin to reduce the temperature and Caffeine 
to stimulate the nervous system. 


RECOMMEND VINCENT’S A.P.C WITH CONFIDENCE! 
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It is over one hundred years ago, since the firm of Flavelles 
was established in Sydney ... . the first in Australia 
to seriously make a study of the material needs of the 
Dental Profession. To-day, Flavelles Dental Pty. Ltd. 
is carrying out the ideals of its Founders, by giving a Service 
in keeping with the true tradition of men of courage and 
vision, for it was upon Service that the Flavelle organisation 
was built. 


Service-is not a product that can be packed and wrapped 
. . + . it is something that can only be developed by con- 
scientious and tireless effort and the moral obligation to 
“ Keep Faith.” 


To you, Flavelles pledges the continuous efforts of 
members of its organization in carrying out a real Service, 
in accordance with high ideals of The Dental Profession 
in Australia. 


PLAVELLES 


FIT. 


SYDNEY, MELBOURNE 
and NEWCASTLE 
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The Denpro 


Dental Chair 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


The Queensland University 
Dental College, Brisbane, 
recently installed 50 Denpro 

Chairs in their new sur- 

geries. 


Immediate Delivery from appointed agents in all states 
Manufactured by 


DENTAL PRODUCTS PTY. LTD. 
GEBBIE STREET, MAYNE 
BRISBANE 
QUEENSLAND AUSTRALIA 
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THE WatVic SF-D Oilimerst Dental X-Ray Unit is an indis- 
Ry pensable part of the equipment of every dental surgery. 


An) outstanding feature of the SF-D unit is the ease with which 
the|{tube ampoule may be positioned in relation to the patient 
and the film. The method of suspending the ampoule gives complete 
stability. There is no lateral movement or springing away after 
positioning disadvantages with some types of ampoule mounting. 
The ampoule of the SF-D stays wherever you wish it to stay. 


Cali, Write or phone 
9-13 Bligh Street, 


WatsonVicToR syaney @ 


Phone: BW 4433 


Branches at all Principal Cities throughout Australia and New Zealand. 
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Stocks have now arrived of the 


NEW 


MIRACRYL TEETH 
Something New and Different in Plastic 


— Shades range from 61 to 84 or darker — 


Sole N.S.W. Distributors 


also agents for 


The American Porcelain Tooth 
Company 


We now carry full stocks of both the 


NEW TRURAYS 


and 


NARROWFORM DIATORICS 


by ringing, a full range will 


be sent at no obligation or cost 


ASSOCIATED DENTAL PRODUCTS (N.S.W.) PTY. LTD. 
185 ELIZABETH STREET, SYDNEY. *PHONE MA 3278 
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: Soluble, substantially neutral and palatable 
' aspirin tablets in stable form 


GREAT DIFFICULTY has hitherto been met in 
= providing soluble aspirin in tablet form which will 
a remain stable under ordinary conditions of storage. 
This difficulty has now been overcome. 


‘Disprin’ has all the valuable qualities of calcium 
| aspirin—it is soluble, analgesic, sedative, antipyretic 
2 and sinhitamiinssic. Since it is soluble, it is more 
j rapidly absorbed and consequently more speedy in 
its clinical effect. Moreover, by virtue of its 
solubility, it is ‘unlikely to irritate the gastric 
mucosa. 

‘Disprin’ tablets readily react in water to form a 


palatable solution of calcium aspirin. 


DISPRIN 


SOLUBLE, STABLE, SUBSTANTIALLY NEUTRAL, PALATABLE 
Made by the Manufacturers of ‘Dettol’ 

Clinical sample and literature supplied on application. 

RECKITT & COLMAN (AUSTRALIA) LTD. (Pharmaceutical Division), SYDNEY 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical aig receives our special attention, and our extensive and 
exclusive range of matrices for the printing of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


31-33 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


Local Anaesthesia 


No longer a luxury, but a recognised medium in mod- 
ern practice. A comfort to operator and patient alike. 


For Perfect Results, use : 


Dentosthetic Procaine 
(In two strengths: 1/1600 and 1/3000 adrenalin) 


Dentosthetic Cocaine 
Anaesthetic of outstanding merit 


Obtainable from all regular Dental Depots or the Distributors : 


tt PT. CIMPTED 


“Newlands House” 
* 141-143 ELIZABETH STREET, SYDNEY 
Phone: M 6794 
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CLEMENT'S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 
For Use in Exodontia and 
Oral Surgery 

Adequate Suction necessitates the removal of large 
quantities of air to maintain sufficient negative 
pressure to be effective. 
Quietness and Long Life necessitate slow-moving 
parts. 
This pump fulfills the above requirements, as it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7” H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 
suction can be set to any required degree, from the 
gentlest suction up to 29.7" H.G. 


ADVANTAGES IN USE 


Sponging with consequent ris« of traumatization is eliminated. 

Visibility of operative field is maintained by rapid removal of blood, saliva, etc. 

During anaesthesia, rapid removal of debris is essential to eliminate risk of inspiration 
of foreign matter into the lungs. 


CLEMENTS & SON 


XB 3492. 62/64 Pacific Highway. St. Leonards, Sydney. 


Faulding’s 


ISOTONE LIQUID 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- 
wealth speak highly of its rapid and profound 
anaesthesia with total absence of toxosis and unplea- 
sant post-operative troubles. 


Isotone Liquid possesses all the qualities of a freshly 
prepared solution, and its self-sterilising non-toxic 
base ensures its keeping properties. 


Isotone Liquid represents 2°, Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic isoionic 
(pH 6.5) self-sterilising base. 


2-oz. Vacuum Sealed Bottles 4/2 each 
Less 10% for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 


Say you saw it in ‘‘The Dental Journal of Australia’’ 


| 
| 
| 
A 
Als 
| LI U 3 
ANAESTHETIC 
ISOTONE 
: LiQuip. 
Weed for ey 
Conduction, sub 
i mecrion 
| 
: 
| | 


The Dental Journal of Australia, May-June, 1951 


YOU 


can recommend 
with confidence 


Forhan’s 


for the gums 


Recognised for many years by 
the medical and dental profes- 
sions for its value in the treat- 
ment of pyorrhoea-threatened 
cases, Forhan’s may be recom- 
mended to patients for regular 
daily use with every confi- 
dence. 


Forhan’s advertising directed 
to your patients consistently 
advocates regular visits to their 
dentist, as well as twice-daily 
massaging of gums and brush- 
ing of teeth with this, the only 
dentifrice containing R. J. For- 
han's D.D.S., special anti 
pyorrhoea astringent. 


Australasian Agents: 


The Sheldon Drug Co. Pty. Ltd. Sydney 
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“KALLODENT” Acrylic Denture Resin 


Longer 
Working 
Time... 


222 


REMAINS WORKABLE FOR EXTENDED PERIODS 
AFTER MIXING 


“Kallodent” 222 gives 2 hours doughing time at 60° F. 
Refrigerated storage will permit dough to be worked for days. 
This slow polymerising acrylic resin Denture base is ideal when 
a longer working time is required. “Kallodent” 222 may be 
obtained in a range of shades from your regular supplier. 


IMPERIAL CHEMICAL INDUSTRIES 
OF AUSTRALIA AND NEW ZEALAND LIMITED 


KAL1.X.9141 
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For unwanted bleeding in dental surgery 


An absorbable haemostatic 


Gelatine Sponge A & H has a particular application in dental surgery 
for those cases of primary and secondary bleeding which are undesirable 
and which are often difficult to control by ligation. It minimises blood 
loss and, because it is completely absorbed, obviates the necessity for 
subsequent removal from the site of application. 


Gelatine Sponge A&H... 
(1) Does not inactivate, and can be used in conjunction with 
antibiotics such as penicillin or streptomycin. 


(2) Is readily absorbed by the normal action of Phagocytosis. 

(3) Is transparent to X-rays. 

(4) Is pliable and can be moulded easily to any shape or size. 

(5) Is stable to heat and has been sterilized by heat. 

(6) Possesses no antigenic properties. 

It is supplied sterile in three sizes. 

No. 1. Strips 2cm. x 6cm. x 0.7cm. in glass tubes each containing 
one piece; packages of six. 

No. 2. Strips 10cm. x 20cm. x 0.lcm. in glass tubes each contain- 
ing one piece; single tubes. 

No. 3. Thin wafers 2cm. x 2cm. x 0.lcm. in glass tubes each 
containing six pieces; packages of six. 


GELATINE SPONGE A & H 


Literature and fullest information will gladly be furnished on request. 


ALLEN & HANBURYS (AUSTRALASIA) LTD. 


REGISTERED OFFICE, N.S.W.: 418 ELIZABETH STREET, SYDNEY 
SURGICAL INSTRUMENT SHOWROOMS: 41 HUNTER STREET, SYDNEY 


AH.15S.FP 
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CAM 
> 
Co 


A RELIABLE ANALGESIC 


PIROPHEN 


TABLETS 
(C.T. 787) 


Each tablet contains: 


Aspirin 5 grs. 
Phenacetin 5 grs. 


Codeine Phosphate | 6 gr. 


The Pirophen Formula, providing three 
synergistic ingredients, assures rapid relief 
of discomfort or pain associated with den- 
tal surgery. Administration may precede 
extractions as an adjuvant to local anaes- 
thesia. 


Available in bottles of 25 and 100 


tablets or on prescription. 


PARKE, DAVIS & COMPANY 
SYDNEY 
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«« harmonious pattern of contrasting 
form and color brought to its ultimate 
of beauty by a transparent cap of dew. 


Dr. Myerson’s teeth are made to follow nature’s own formula where beauty 


of form is combined with nature’s own dentine colors showing softly and 


Iistrously through a transparent enamel. ‘This rernarkable duplication 


nature’s beauty is integrated with maximum ceramic strength. This 
masterpiece has been imitated the world over but never equalled. 
3 
Do, Myerson 
TRUE-BLEND ANTERIORS ° TRUE-KUSP POSTERIORS 


IDEAL TOOTH INCORPORATED, CAMBRIDGE 39, MASS. 
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Dental Anaesthetics 


PREMOCAINE (Procaine Solution)... 
. in | Ib. and 4 oz. bottles 
STERICAINE (Cocaine Solution)... 
. in | lb. and 5 oz. bottles 
NOVUTOX, in 2 oz. bottles 
NOVUTUBES, 2°% and 3% in boxes of 100 


FOR YEARS HAVE RETAINED THEIR HIGH 
STANDARD AS DENTAL ANASTHETICS 


Good news for the 


- - users of 
GYPSOGUM 


THIS UNEXCELLED IMPRES- 
SION MATERIAL IS AVAILABLE 
FROM OVERSEAS AGAIN 


For All Your Dental Requisites 


: MILNE BROWNE & CO. LTD. 


Sydney: 114-120 Castlereagh Street * Brisbane: 235 Edward Street 
*Phone: M 4891, five lines ’Phone: B 6617 and B 876! 


Telegrams: MILNEBROWN 
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\\. YOUNGSTERS are EASIER to HANDLE 
WHEN the REWARD is a ‘GOOD TEETH’ 
CERTIFICATE 


This ‘‘Good Teeth” Certificate 
featuring the Walt Disney 
characters, has been specially 
designed for you to give 
to your child patients after 
treatment or regular inspections 


Issued by the makers of $.R. Toothpaste 

If you have not already received an issue of these 

certificates or require a further supply, just fill in > 

the coupon below and forward to “‘Certificate”’, \ 
Box 1590, G.P.O., Sydney. 


Please forward supplies of the 
S.R. “Good Teeth” Certificate to 


ADDRESS .. .. 


SR.46.FPT 
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Traditional CALCIUM and 
ITAMIN 


BETTER ABSORPTION 


1. Rapid disintegration. 
[ 2. Use of a calcium and phosphorus salt readily 
soluble in the acid stomach secretions. 


IRON & VITAMIN Bl 


Added to enhance the therapeutic value of 

the tablet as the daily requirements of these 
\ Zs factors are markedly increased during preg- 
nancy and are often difficult to meet by 
dietary measures. 


Each tablet contains — 
tri-calcium phos- 


phate ors. 74 (0.5 gm.) 
ferrous sulohate grs. 1/6 (10 mg.) 
vitamin BI 3331.0. (1 mg.) 


vitamin D 500 LU. 
Released in ‘Sealtite’ 100’s & 
Ss. 


‘Calvita’ 
is the trade 
mark of 
Nicholas 
Pty. Ltd. 


Ethi cal Divi si on NICHOLAS PTY. LTD. Melbourne, Sydney, Brisbane, Adelaide, Perth 


CA3 
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The key 
to a better 
Dental Practice 


Increase your practice; banish your 
patients’ fear of pain and discomfort; 
ensure proper dental care through 
patients’ more regular attendance. 
Nitrous Oxide-Oxygen anaesthesia 
opens the door to a successful dental 
practice. 


‘Phone today for literature. 


ANAESTHESIA 
WITH NITROUS 
OXIDE-OXYGEN 


C.1.G. (New South Wales) PTY. LTD. 
138 Bourke Rd., Alexandria, N.S.W. 
‘Phone: MU 2211 


A subsidiary of The 
Commonwealth Industrial Gase: 
Limited, Sydney 
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Two Dental X-Ray Units 
with a World-Wide 
Reputation 


These two Philips Dental X-ray units 
have been enthusiastically acclaimed 
in countries overseas and are now 
available in Australia. Both units are 
specially constructed for heavy duty 
and both operate on a K.V.P. range 
of 50 to 70. They’re easy to operate 
and offer absolute safety from electric 
shock. 


(Above, right.) 


(Above left.) Philips Wall-type Unit. 

Floor-type Unit. Philips Model 2A is a compact woall- 
Philips Model 1B floor-type unit hos ball- mounted unit especially designed to occupy 
bearing castors to assure easy mobility. It @ minimum of space in the smaller surgery. 
is ideally suited for all intra-oral and extra- It produces highly detailed intra-oral and 
oral radiography. jaw radiographs quickly and easily. 


X-RAY 


PHILIPS ELECTRICAL INDUSTRIES OF AUSTRALIA PTY. LTD. 
SYDNEY @ MELBOURNE 6&RISBANE @ ADELAIDE @ PERTH 
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PORTEX 


“Co-pol” Denture Base 


Ethyl-methyl methacrylate Co-Polymer 
FRACTURE-RESISTANT 
having all the well-known attributes of acrylics 
PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 


55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 
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“Trilene” Brand of Trichloroethylene 


“TRILL” 


For Anaesthetic or Analgesic 
\ 


“Trilene” is a specially purified and stabilised form of trichloroethy- 
lene prepared by Imperial Chemical (Pharmaceuticals) Limited for 
anaesthetic and analgesic purposes. It may be employed as an anaes- 
thetic to maintain a light plane of narcosis or as an analgesic without 
loss of consciousness. Administration is safe, rapid, and pleasant and 
recovery is usually without any unpleasant after-effects. It will thus 
be noted that “Trilene” is invaluable in dental practice. 


Literature available on request. 
A PRODUCT OF 


IMPERIAL CHEMICAL (PHARMACEUTICALS) — LTD. 
(A subsidiary of Imperial Chemical Industries Limited) MANCHESTER, ENGLAND 


Marketed in Australia by 


IMPERIAL CHEMICAL INDUSTRIES OF AUST. & N.Z. 
ALL CAPITAL CITIES AND WELLINGTON, N.Z. 
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Accurate to 3 micron/em 


(1/50,000 part of an inch) 


The Dental Interferometer used 
in our laboratory to record the 
degree of expansion in alloys. 


For your protection every batch of 
*Solila’ Alloy is tested before despatch 


‘Soltla’ Alloy is available in 2 types— 
NORMAL and New QUICK MIXING FORMULA 


In both forms ‘ Solila’ Alloy meets the requirements of 
A.D.A. Specification No. 1, 1934, and is noted for good 
edge strength, the correct degree of expansion and its 
fine silvery-white colour. 


ALLOY 


FOR ENDURING AMALGAM RESTORATIONS 
Both types supplied in 1 oz. and § oz. bottles 


Originators: De Trey Fréres, S.A. Zurich 
Sole Agents: THE AMALGAMATED DENTAL Co. Ltp. (INc. LONDON, ENGLAND) 
124 Exhibition Street, MELBOURNE, and at 160 Castlereagh Street, SYDNEY 
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SUPPORT YOUR OWN 
JOURNAL 


All members of the New South Wales Branch 
of the Association and other subscribers 
are asked to peruse the advertisements 
herein and to support those dental supply 
houses and others whose announcements are 
published in “The Dental Journal of 
Australia.” 


HELP THOSE WHO HELP YOU 


You devote so much time and on 
to the making of a denture 


After all the trouble, time and care you 
expend on making a denture, make sure the 
patient gives it the correct care it deserves. 

Recommend the regular use of ‘Steradent’ 
which removes all stains, film, and food deposits 
and keeps the denture as clean and brilliant as 
when new. 
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Have you subscribed yet ? 


The New Quarterly Review of Dentistry 


INTERNATIONAL 
DENTAL JOURNAL 


Chief Editor 
Prof. H. H. Stones, M.D., M.D.S., F.D.S.R.C.S. 


Director of Dental Education, University of Liverpool 


Here is a review that will enable the profession to keep in touch with all the latest develop- 
ments in dentistry throughout the world. A journal that will, in fact, relieve the practitioner 
of the laborious and time-consuming task of searching through the many papers published 
annually in order to find an authoritative and concise resumé of the best, accepted practices 
in each branch of dentistry. 

In each quarterly issue are given five or six full length reviews, each concerning one branch 
of dentistry and written by an acknowledged authority on his subject. The contributors are 
asked to give, not so much their views, as an unbiased resumé of the best and most practical 
work on their subject. Each paper concludes with an extensive bibliography of reference 
which provides an invaluable guide for readers who wish to pursue the subject in greater 
detail. 


Fully Illustrated, 156 pages of text, art paper throughout 


Annual Subsciption £A.2 17.6., Single Issues A.16s. od. post free 
Members of the F.D.I. may purchase at a 10% reduction 


Place your order now with our Australian Branch é 
CASSELL & COMPANY LIMITED 

210 Queen Street, Melbourne 
We will mail you direct from England 


Cassell & Company Limited, London 
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FREE DELIVERY TO ALL STATES 
(ESTAB. 30 YEARS) 
"For Quality and Economy 


in all your Printing.” 


All kinds of Dental 

Stationery and Chart Cards. 

Let us know your requirements 

and samples with prices will be sent. 


267 GEORGE STREET, SYDNEY 
FJ 1041 (2 tines) 


C 0 wee A ¢ For Positive Control of Haemor- 


an d rhage and Relief of Post-Operative 


CLINICALLY-PROVED Use, and prescribe with confi- 
DENTAL HAEMOSTATICS dence CO-AG and CO-AG-SED. 


Fully proved by clinical test, for the pro- 
phylaxis and treatment of dental haemor- 
rhage. 

Co-Ag is orally administered and quick in 
action. 

Non-toxic, non-irritant, entirely reliable. 
Co-Ag gives positive haemorrhage control. 
Co-Ag-Sed quickly relieves post-operative 


pain. 
Co-Ag-Sed allays natural stiffness and 
soreness. 


CO-AG and CO-AG-SED are indispensable | (.¥-pryMnaeet 

to the busy practitioner. They are available RATo RIE 
from Chemists and Dental Depots. 3 
MEDICUS LABORATORIES 


73 YORK STREET. SYDNEY. Phone: BX 1991. 


~ 
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This modern factory depicts the remarkable growth of scientific dental 
manufacturing in Australia during the past fifteen years. 


SIL-ORA DENTAL PRODUCTS 


Alexandria, N.S.W., Australia 


Manufacturers of: 


Articulating Paper; Brown, Pink and Extra Thick Base- 
plates; Aluminium, Clear and Pink Bite Waxes; Cavity 
Lining; Cup-Ora Metal; Desensitizing Paste; Dentishine; 
Devitalizing Paste; Denset; Impocoll and Mixing Guns; 
Investments; Impo Cream; Impo Paste; Brown, Pink, 
White and Elastic Impression Compositions; Blue and 
Acrylic Inlay Waxes; Linen Strips; Mummifying Paste; 
Modelling Waxes; Paper Discs; Plastic Aluminium Tray 
Outfits; Prophylaxis Paste; Pulpara; Sil-Ora Metal; 
Sticky Waxes; Tracing Sticks; Gold Casting Wax; Wax 
Shapes, etc., under the Sil-Ora and Impo Trade Marks. 


Australasian Distributors: 
L. & R. Handpieces, PeO Fine Diamond Instruments, Svedion Chrome 
Cobalt Alloy, Svedia Products, Palalux, etc. 
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SURGERY CABINETS 


The Commonwealth can give immediate 
delivery of this attractive cabinet. 


Built of pre-war Seasoned Timber and coloured cream. 
Height of working surface 3’ 6”, Width 3’ 0”, Depth 16”. 
12 Drawers, 2 Stock Cupboards, 2 Drug Compartments. 


PRICE: £38 — Freight and Packing extra. 
The Commonwealth Dental Supply Company Pty. Ltd. 


206 Castlereagh Street, Sydney. 
M 4818 — Box 1922, G.P.O. 
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